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ABSTRACT 
To investigate the variables associated with 
selection of vasectomy or tubal sterilisation among couples 
choosing contraceptive sterilisation, 20 male volunteers 
and 20 female volunteers were interviewed in their homes, 
with their spouses wh.ere possible. Fourteen couples 
in which the husband underwent vasectomy and 14 in whfch 
the wife underwent tubal sterilisation formed the study 
sample. The interview schedule contained items assessing 
demographic variables, fertility history, family formation, 
sexual activities and the predicted effects of the surgery 
on these, conjugal role relationship, attitudes towards 
population limitation, knowledge of the physiology of the 
procedures, reasons for choosing sterilisation and reasons 
for choosing the procedure selected. 
Vasectomy couples were better educated than 
tubal sterilisation couples and other couples of their 
ages in the A.C.T.; tubal sterilisation couples were more 
likely to have experienced obstetric difficulties; 
vasectomy couples had been more successful family 
planners; the person undergoing the surgery in all couples 
expected more frequent sexual activity and more sexual 
enjoyment after surgery than the other partner; the 
vasectomy couples were better informed about the physiology 
of the procedures, and couples gave different reasons 
for choosing the procedure selected. 
(iii) 
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1.. INTRODUCTION 
Vasectomy is a simple surgical procedure, 
generally performed in doctors• rooms or clinics under 
local anaesthesia, frequently in conjunction with a 
medication to allay anxiety. Most normal activities may 
be resumed within 24-48 hours, and extensive physiological 
and psychological study of the after-effects of the surgery 
has failed to find any serious ill-effects in humans. 
Tubal sterilisation is a much more complicated 
surgical procedure, since the tubes which need to be 
occuded are inconveniently located deep within the 
abdominal cavity. The surgical procedures are therefore 
quite extensive,and usually performed in hospital under 
general anaesthesia. Recovery time will vary with the 
surgical procedure used, but is never less than a few 
days. Furthermore, the medical literature is replete with 
investigations of the long-term effects, and, although no 
general concensus has been reached, the volume of 
literature alone gives cause for concern. The incidence 
of regret and psychological ill-effects after female 
sterilisation is also not negligible. And, in these days 
of frequent changes of marital partner, it seems relevant 
to note that the chance of successful pregnancy after 
vasectomy reversal is ~ast twice wha4! it is after the 
JI 
reversal of fema.esterilisation{'~"~ l't ; 'S 'L I'! 
Considering these facts, it would seem that 
couples choosing female sterilisation must have cogent 
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reasons for doing so. These reasons seemed to the 
author to be worthy of study. 
Furthermore, since the choice of sterilisation 
procedure takes place within the fairly private recesses 
of the marital relationship, it seemed possible that the 
reasons people have for choosing vasectomy might 
also be much more complex than a simple consideration 
of the relative physiological and psychological merits of 
the surgery. It was therefore decided to study the decision 
process in couples choosing both methods of contraceptive 
sterilisation. 
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2. LITERATURE REVIEW 
2.0 General 
A x~ ,,4.,,(,{A~ 
'to facilitate this literature review, the Life 
Sciences Library at the Australian National University 
performed a bibliographic citation list search on the 
Medline to locate articles on the psychological aspects 
of sterilisation. Articles relevant to the choice of ' 
sterilisation as a method of permanent contraception and 
to the choice of a ~~le procedure or a female procedure 
were particularly sought. 
Five areas were considered to be generally 
related to the proposed study, and a section of this 
literature review was devoted to each, namely 
2.1 The increasing popularity of sterilisation 
2.2 Socio-demographic characteristics of users of 
female sterilisation 
2.3 Socio-demographic characteristics of users of 
vasectomy 
2.4 Population attitudes and fertility reduction 
2.5 Factors affecting choice of male or female 
sterilisation procedure 
The material was then summarised in an Overview. 
-4-
2.1 The Increasing Popularity of Sterilisation 
Three recently published articles demonstrate that 
sterilisation is now a popular contraceptive method in 
Western countries. Ford C1978i discussing the results 
of the 1976 National Survey of Family Growth in the U.S.A., 
reported that of married women aged 15-44 at the time of 
interview, 17.8% were surgically sterile, compared wieh 
14.9% in the previous survey in 1973 •. In the same sample, 
10.5% of married women reported that their husbands were 
surgically sterile in 1976, compared with 8.0% in 1973. 
The proportion of women achieving sterility by hysterectomy 
was not reported, but when asked about their motivation 
for the surgery, close to half the women in each sample 
responded that it had not been undertaken for contraceptive 
purposes. When women aged 35-44 are considered separately, 
29,8% reported themselves as surgically sterile in 1976, 
compared with 26.9% in 1973, and 17.1% reported that their 
husbands were surgically sterile, compared with 11.7% 
in 1973. Sterilisation is clearly a popular contraceptive 
method, particularly among older couples, and it does 
seem that vasectomy may have been increasing in popularity 
more quickly than tubal sterilisation in the U.S. during 
the period under consideration. 
Kirkwood, Facer, Lawrence and Hunton (19.791 studied 
contraceptive practice among women in New Zealand in 1976. 
They reported that 8.1% of married women 15 years and 
over gave "tubal ligation" as their present contraceptive 
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practice, while 6.5% of the same sample were using 
vasectomy as their method of contraception. 
Lastly, Young and Ware (l979) studied contraceptive 
use in Melbourne, Australia in i977. Among married women 
aged 23-37, 9.7% reported that they had been sterilised 
and 2. 6% reported that their ·husbands had• been sterili_sed. 
To make these figures directly comparable is 
not possible because the ages of the women sampled were 
not the same and because of the use of hysterectomy as a 
sterilising operation in some cases, but between five and 
ten percent of married women of childbearing age in 
Australia and New Zealand were sterilised by 1977, while 
in the U.S. it is likely that the figure was close to 10%. 
The popularity of vasectomy was different in the three 
countries, with about l0.5% of married women in the U.S., 
6.5% in New Zealand, and 2.6% in Australia reporting 
vasectomy as their method of contraception. 
2.2 Socio-demographic Characteristics of Users of Female 
Sterilisation 
Westoff and Jones {1977) reported that in the U.S. 
women are being sterilised at increasingly younger ages, 
with increasingly lower parity, and after increasingly 
fewer years of marriage. 
Nottage, Hall and Thompson Cl977) studied the observable 
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trends in the characteristics of sterilisations and of 
women sterilised in Aberdeen in the U.K., examining groups 
undergoing the surgery in 1951-52, 1961-62 and 1971-72. 
In the earliest group the recommendation for sterilisation 
was usually made by the doctor, to mothers of five or 
more children from the lower social classes, and the 
sterilisation surgery was usually performed concurrently 
with abortion (54.0% of cases). Upper social class women 
with one or two children were also occasionally sterilised 
for medical or obstetric reasons. By 1961-62, women of 
all social classes were being sterilised, usually after 
four or five children (approximately 65% of cases) and 
usually post-partum (again 65.0% of cases). Medical and 
obstetric reasons for sterilisation were still very 
common (65.5% of women were sterilised for these reasons). 
By 1971-72, the proportion of women being ste,rilised on 
medical recommendation had fallen to 32.0%, as increasing 
numbers of women themselves requested the surgery. The 
two or three child family was the norm among sterilised 
women (approximately 72%), and more upper-class women 
were requesting the surgery, although the majority of 
sterilised women were married to men classified in social 
classes III - V (middle and lower classes - approximately 
79%) • 
Young and Ware (1979) also examined some of the 
characteristics of users of sterilisation in Melbourne. 
Among the oldest women (in their fifties during an earlier 
survey done by these authors during 1971) , medical reasons 
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for seeking sterilisation outnumbered contraceptive 
reasons by about three to one, and sterility was achieved 
by hysterectomy about three times as often as by tubal 
sterilisation. In each younger-born group of women 
surveyed, these authors report that there has been a 
steady decrease in the proportion of women citing medical 
reasons for thier sterilisation, and in the proportion 
of hysterectomies. 
2.3 Socio-demographic Characteristics of Users of Vasectomy. 
Kohli (1973) reported that nearly two-thirds of 
his sample of vasectomised men in New York were aged 
between 30 and 45 years, and that 60% had some college 
education. Further, almost 60% were from the upper social 
classes. This situation continues to obtain, according 
to Westoff and McCarthy (1979). 
Several recent studies have examined the profiles 
of vasectomy users in the U.K., and from these it is 
possible to derive trends in the use of vasectomy over 
the years. In the earliest studies (eg. the Simon 
Population Trust, 1969), the upper social classes were 
over-represented and the lower social classes under-
represented among users of vasectomy. More recent studies 
(eg. Drury, 1974, Gandy, 1978) show that the lower social 
classes have "caught up", as it were, and vasectomy users 
have approximately the same social class distribution as 
the population of the U.K. British authors report no 
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recent changes in the age at which vasectomy is sought 
in the U.K: approximately three-quarters of vasectomised 
men are aged between 30 and 45 years. 
Ramos-Cordero, Ackman and Naftolin(l979) compared 
two groups of vasectomy patients from Montreal in Canada, 
one group sterilised between 1968 and 1971 and the other 
between 1974 and 1978. Average age, length of marriage 
and number of living children decreased significantly in 
the second group. 
2.4 Population Attitudes and Fertility Reduction 
Before the "world population crisis" received 
extensive publicity in the early seventies, social 
scientists (eg. Barnett, 1970), contended that a belief 
in the need for countries to reduce their birthrates and an 
individual intention to limit family size were not 
correlated. However, in large samples of unmarried college 
and nursing students in the U.S., and using carefully 
validated and constructed Likert-type scales to assess 
beliefs and attitudes, Fischer (1972) demonstrated that 
concern about the seriousness of overpopulation is indeed 
related to intention to have a small family. 
Furthermore, Westoff and McCarthy (1979) reported 
that in the U.S. concern about the seriousness of over-
population translates into actual low fertility, when 
they analysed data collected in the three National 
-9-
Fertility Studies of 1965., .1970 and 1975. 
Although users of sterilisation in recent years 
have been of low parity, the author found no study where 
attitudes to population issues have been assessed in a 
sample of users of sterilisation. 
2.5 Factors Affecting Choice of Male or Female Sterilisation 
Procedure 
The International Fertility Research Program 
publishes the results of multi-centre and multi-national 
fertility regulation studies. Mccann and Ferguson (1978) 
reported the results of one such study on the motivation of 
sterilisation patients from centres in England, the 
Phillipines and El Salvador. Because research results 
on sterilisation in developed countries are very different 
from results obtained in developing countries, this 
review has concentrated on results from developed countries, 
and from this report only those results pertaining to 
England will be reviewed here. Mccann and Ferguson 
reported that English women sampled were sterilised at 
an average of 32.9 years of age, after producing an average 
of 2.6 living children during an average of 11.9 years 
of marriage. They had an average of 10.8 years of 
education, their husbands ahd an average of 10.9 years of 
education, and 45.0% were employed. 
Three questions about the woman's decision to be 
sterilised were also asked, one concerning the most 
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important person in the decision to request sterilisation, 
one concerning referral source, and one concerning 
"primary reason for preferring sterilisation to other 
methods" (p.27). More than 80% of the English sample 
reported that they were the most important person 
involved in the decision. The more education a woman 
had, the more likely she was to choose this response.· 
The majority of women reported that they had been referred 
for sterilisation by health agencies. 
English women choosing sterilisation were most 
concerned about the side-effects of the other contraceptive 
methods, and the proportion most concerned with this issue 
increased with duration of marriage and with age of 
youngest child. Educational level produced no appreciable 
effect on responses to this question. 
These data are interesting, but in a large-scale 
study of this kind where responses are pre-coded, only a 
relatively small number of possible responses can be 
included, and in this.study all possible responses concerned 
the defects of non-permanent contraceptive methods. For 
those whose family is complete, permanent contraception 
has some advantages, and these were not considered here, 
An Australian study by Leavesley{l980) examined 
some psychological differences between men choosing 
vasectomy, and their wives, and couples using other 
methods of contraception, in a family practice. He used 
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the "Who Am I" Twenty-four Statement Answer questionnaire 
devised by Kuhn and McPartland (1968) and revised by 
Hartley (1970) to assess the self-concepts of vasectomised 
men and their wives. He found that the vasectomy group 
contained significantly more situation-free men and more 
whose behaviour tended to be unpredictable and socially 
unusual (X 2 = 6.21, df=l, p <.0.025). The two groups, 
of wives contained similar proportions of the different 
types of self-concept, as did the control wives when 
compared to their husbands. Wives of vasectomised men 
also differed from their husbands in the distribution of 
types of self concept, being more likely to be rigid and 
conforming and less likely to be situation-free than their 
husbands (x 2 = 9.8, df=l, p < 0.001). This finding may 
be unique to Australia, where among coup1es choosing 
sterilisation,tubal ligations outnumber vasectomies by 
about four to one: the men choosing vasectomy would seem 
to be the unusual ones. It would be interesting to see 
this study replicated in the United States, where tubal 
ligations and vasectomies are about equally common. 
Reading, Sledmere and Newton (1980) reported a 
survey of attitudes to permanent contraception held by 
four different groups. Group A consisted of 61 men who 
had undergone vasectomy 12 months previous to the study; 
Group B consisted of 58 men attending a clinic for vasectomy; 
Group C consisted of 60 wives of men attending a clinic 
for vasectomy; and Group D consisted of 52 women undergoing 
interval tubal sterilisation (not within the post-partum 
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period or following abortion). All groups completed a 
questionnaire covering biographical information, ratings 
of the attributes of the chosen method compared with 
actual and hypothetical alternatives, 'and reasons for 
their decision. 
The groups were comparable in terms of age, socio 
economic status and family pattern. Vasectomy was the 
preferred method of all the vasectomy groups (A, B and C) 
but the female pill was the preferred method for the tubal 
sterilisation group (Group D),. The majority of all 
groups regarded the responsibility for birth control as a 
joint one, but a sizeable minority of the tubal sterilisation 
group and of the post-vasectomy group (Group Al saw that 
responsibility as their own. 
The majority of women undergoing sterilisation 
considered their decision to be unilateral, while the 
majority of all the vasectomy groups considered it to be 
a joint decision. Furthermore, women seemed to choose 
tubal sterilisation because of lack of suitable alternatives, 
whereas men choosing vasectomy,and their wives,gave 
positive reasons for their choice. Lastly, women undergoing 
tubal sterilisation frequently indicated that one of the 
main factors leading to this decision was the unwillingness 
of their partner to assume or share responsibility for 
birth control. 
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Wood, Campbell, Townes and Beach (1977) propose 
a technique appropriate for objectifying and rationally 
considering decisions such as whether or not to choose 
sterilisation, and, if it is chosen, which partner should 
undergo surgery. The technique consists of the adminis-
tration of a hierarchy of values related to having (more) 
children, which are scored "for" or "against" independently 
by each partner. Sterilisation is indicated if the 
couple produces more "againsts"than "fors", and that 
person who is most negative towards children is recommended 
to have the surgery. 
While this approach thoroughly and reasonably 
considers one dimension of the sterilisation decision, 
it neglects other dimensions altogether. An Australian 
article by Paterson (1977) also provides an interesting 
but uni-dimensional approach to the sterilisation decision. 
Male and female procedures are compared on the basis of 
length of hospital stay, morbidity, physical sequelae, 
psychiatric sequelae, failure rates and "other factors", 
including relative availability of male and female 
procedures, community and cultural attitudes, and the 
relative difference in length of potential reproductive 
life. Paterson reasonably concludes that phsycians 
should provide couples seeking sterilisation with "sufficient 
information to enable them to make a balanced decision" 
(p. 572). 
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Clark and a group of co-investigators have 
conducted a large scale study on the choice of male or 
female procedure among U.S. Army, Navy and Air Force 
personnel and thier spouses. The results were published 
in Clark,Bean, Swicegood and Ansbacher (1979) and 
further analyses in Clark and Swicegood (in press}. Their 
review of relevant literature led them to conclude that 
four factors might be important in the choice of procedure: 
different reasons for seeking sterilisation, different 
sources of information, different patterns of personal 
influence, and different conjugal role relationships. 
In the first publication these investigators 
reported that husbands who chose vasectomy required a 
great deal of social support. When their wives chose a 
female procedure,they reported that the husbands seemed 
to opt out of the entire decision-making process. Wives 
on the other hand, appeared to be interested and involved 
whether or not they would undergo the surgery. Husbands 
who chose vasectomy were also more likely to give 
coitus-related reasons for their choice of sterilisation. 
No significant differences on conjugal role relationships 
appeared, although observed differences were in the 
predicted direction, indicating that a closer or more 
"sharing" relationship is associated with the choice 
of vasectomy. 
In the second report the same questionnaire was 
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used on a larger sample, and, as well as the four sets 
of variables described above, the authors examined the 
effects of ncontrol" (demographic) variables: age, 
education, socioeconomic status as measured by husband's 
rank, religion and parity. 
The demographic variables were the best predictors 
of choice of procedure for the female data: older couples 
were significantly more likely to choose a female 
procedure, wife's education and husband's rank, both 
indicators of socioeconomic status, were positively related 
to the choice of vasectomy, and higher parity was also 
related to choice of vasectomy. 
The other findings of the smaller study were 
replicated in the larger: men choosing vasectomy required 
a great deal of social support, men whose wives chose 
female procedures perceived their wives' health as 
dictating this choice, whereas men choosing vasectomy 
saw coitus-related reasons as important. Conjugal role 
relationships were not reported in the second publication. 
2.6 Overview 
The issue of choice of a male or a female 
sterilisation procedure is very likely to involve cultural 
factors, and the relative availability of the two 
procedures may also be important, because there is con-
siderable disparity between rates of men and women sterilised 
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even among countries so similar as the U.S., New Zealand 
and Australia (see Ford, 1978, Kirkwood, et al, 1979 and 
Young and Ware, 1979). 
In recent years, users of both male and female 
sterilisation procedures in Western countries are likely 
to be relatively young, of relatively low parity, and· 
women are more likely now to request tubal sterilisation 
themselves, just as men have for many years requested 
vasectomy. 
The data on socioeconomic status of users of 
the various procedures are not so consistent, however. 
In the U.K., vasectomy was initially accepted by the upper 
classes, but more recently it has become acceptable to 
all social levels. On the other hand, tubal sterilisation 
was once prescribed by the doctor for lower-class women 
of high fertility, but women now request it themselves, 
and, although still most popular among the lower and 
middle classes, upper-class women are also undergoing this 
surgery. 
In the U.S.,on the other hand, vasectomy has always 
been, and apparently continues to be, most popular among 
the well-educated and the upper social classes. (see Westoff 
and Jones, 1977, Nottage et al, 1977, Young and Ware 
1979, Kohli, 1973, Westoff and McCarthy, 1979, Simon 
Population Trust, 1969, Drury, 1974, Gandy, 1978, and 
Ramos-Cordero et al, 1979). 
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Although one reason for the great increase in 
popularity of sterilisation procedures in Western 
countries might be concern about overpopulation, the 
author could find no study directly addressing this 
question, (but see Fischer, 1972, and Westoff and 
McCarthy, 1979). 
Factors affecting choice of sterilisation procedure 
have been addressed directly in several studies. English 
women report that their dissatisfaction with the side-
effects of non-permanent contraceptives is very important 
in their choice of sterilisation, according to one study 
(Mccann and Ferguson, 1978). Another group of researchers 
(Reading et al 1980) reported that English women choose 
sterilisation due to lack of acceptable alternatives, and 
due to their husbands' reluctance to assume or share 
responsibility for birth control. They considered their 
decision to be unilateral. 
Reading and his colleagues also reported that 
English men choosing vasectomy,and their,wives feel 
positively towards this choice, consider that responsibility 
for birth control is mutual, and consider that their 
decision was a joint one. 
Wood et at (1977) presented a counselling technique 
for assisting couples with their sterilisation decisions 
and with their choice of male or female procedure, based 
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upon their negative feelings towards (more) children, 
the surgery being appropriately administered to the 
partner who felt more negatively towards(more) children. 
Paterson (1977) suggested that physicians should provide 
couples with sufficient knowledge of the effects of the 
different procedures and their failure rates and 
reversibility potential so that couples can make a 
balanced decision. 
Clark and her colleagues studied the effects of 
different reasons for seeking sterilisation, different 
sources of information, different patterns of social 
influence, different conjugal role relationships and 
demographic variables on the choice of male or female 
procedure among military personnel and their spouses. They 
found prediction easier for male respondents, since both 
demographic and other variables were significantly 
associated with choice of one procedure or the other, 
whereas demographic variables alone were effective in pre-
dicting choice among the data of female respondents. 
It was decided to examine demographic variables, 
fertility, attitudes towards children, sexual behaviour, 
conjugal role relationships, concern about overpopulation, 
knowledge of the physiology of the procedures, reasons 
for seeking sterilisation, and reasons for choosing the 
procedure chosen, in the present study. It was also 
decided to interview both spouses where possible. 
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3. METHOD 
3.0 General 
The design of the study, and the ways in which the 
conduct of the study deviated from this design, are 
described in this section under the following headings: 
3.1 Study Design 
3.2 Use of Co-Interviewer 
3.3 Design of Interview Schedules 
3.4 Pilot Test of Interview Schedules 
3.5 Sample Size 
3.6 Comparison Groups 
3.7 Sample Selection 
3.7.l General 
3.7.2 Vasectomy Sample Selection 
3.7.3 Tubal Sterilisation Sample 
3.8 Contact Protocol 
3.9 Revision of Sample Size 
3.10 Analysis Plan 
3.1 Study Design 
Selection 
Throughout the world,during the last ten years the 
rate of sterilisations performed on both men and women 
has increased rapidly. Part of this increase may be 
ascribed to the increased readiness of the medical 
profession to perform the surgery, as indicated by the 
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relaxation or elimination of the screening criteria used 
in the past. However, this increased readiness of the 
medical profession is partly in reaction to increased 
public demand for the surgery. Furthermore, the attitudes 
of both the medical profession and the public have probably 
been affected by the great deal of information on this 
subject to which they have been exposed in recent years 
in the technical and lay press. 
Since sterilisation is these days performed for 
contraceptive purposes, and since the increase in 
sterilisations has paralleled the dissemmination of 
information about the deleterious side-effects and after-
effects of other popular methods of contraception, it 
also seems reasonable to conclude that those couples 
choosing sterilisation may be doing so partly due to 
dissatisfaction with other contraceptive methods, 
Logical analyses of this kind led the author to 
choose to investigate the degree to which the decision to 
seek contraceptive sterilisation was influenced by 
environmental influences, contraceptive and pregnancy 
history, and the reported needs and wishes of the couples 
making that decision. 
Since collecting data of this kind could best be 
effected in face-to-face interviews, and since even a 
thorough canvas of the available literature could not 
be expected to supplyalist of all the factors affecting 
the sterilisation decisions of all the couples in the 
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study, a structured interview format was selected. 
Variables thought likely to affect the decision 
were identified after a review of the literature, in 
preparation for the construction of the interview 
schedules. 
3.2 use of Co-Interviewer 
Since some of the questions included in the 
interview schedules involved fairly personal issues, it 
was thought that the men would be more compfortable talk-
ing to a male interviewer, and the women to a female 
interviewer. Further, if male and female interviewers 
worked together, both members of the couple could be 
interviewed simultaneously in different rooms of their 
homes, thereby saving time and minimising the travel 
required. Funds for paying a male interviewer were 
requested from the scholarship fund , the request was 
approved and a male interviewer selected. 
3.3 Design of Interview Schedule 
It seemed likely that the decision to seek 
surgical sterilsiation would be considered by most couples 
to be a fairly major decision. Since the law still con-
siders consent of the spouse to the surgery to be 
necessary, it was assumed that both marital partners 
would be involved in the making of that decision. It 
would therefore be necessary to design one interview 
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schedule for the vasectomy men and far the husbands of 
the female sterilisation women, and another interview 
schedule for the wives of the vasectomy men and for the 
female sterilsation women. 
Questions were constructed to tap all the variables 
selected from the literature. The author constructed a 
number of multiple-choice questions designed to assess 
the amount of knowledge about the procedures and their 
physiological effects. A Likert-type scale assessing attitudes 
to population growth, family size and birth control was 
abstracted from Fischer (1972). The final schedules are 
appended (for men, Appendix 6.1), for women, Appendix 6.2). 
3.4 Pilot Test of Interview Schedules 
The first five couples referred, four vasectomy 
couples and one female sterilisation couple, were used 
to pilot test the interview schedules. These couples 
were not told that they were "pilot" subjects, but the 
data collected in these interviews was discarded and is 
not reported in the results. After the pilot test, one 
questions was eliminated, several questions were re-
worded, one question was added to the male interview 
schedule and some changes in the order of questions were 
made. 
During the pilot test the male interviewer 
informed the author that he had been selected to appear 
in a dramatic society play and that his evenings would 
no longer be free for interviews. A second male 
-23-
interviewer was therefore hired and trained and all male 
interviews in the study proper were conducted by him. 
3. 5 S<rniple Size 
For pragmatic reasons ·the sample size was set at 
twenty-five couples per group: it was considered that 
fifty interviews could feasibly be performed in the time 
available and that twenty-five subjects per group would 
permit at least some conclusions to be drawn.from the 
data. 
3.6 Comparison Groups 
It was thought that natural comparison groups would 
be part of the sample selected for the study, since in most 
cases patients would be referred to the author before the 
surgery had been performed. Those who decided not to 
proceed with the surgery would be a "change of mind" 
comparison within the vasectomy and female sterilisation 
groups. 
3.7 Sample Selection 
1 General 
Homogeneity of sample populations, ease of 
recruitment of subject couples for the study and speed of 
filling the sample quota could best be achieved by 
selecting subject couples from among those attending 
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clinics such as these conducted by the Family Planning 
Association. Vasectomies are performed in Family 
Planning Association clinics, but female sterilisations 
are not, chiefly because those techniques of female 
sterilisation which are currently popular are usually 
performed under general anaethesia, and therefore in 
hospitals, in Western countries. A woman seeking 
sterilisation in Australia approaches a gynaecologist-, 
directly, if she is already under his or her care, or 
otherwise via referral from a general practitioner. Hence 
couples choosing female sterilisation would have to be 
referred by gynaecologists. 
Because urologists also offer vasectomies, couples 
choosing vasectomy could also have been sought from among 
the practices of the relevant specialty, but the result 
would have been an excess of "complicated" vasectomies, 
since most "uncomplicated" vasectomies are performed by 
general practitioners. Because people seeking male and 
female sterilisations follow different routes to the 
surgery of their choice, different procedures were devised 
for selecting the male and female samples 
3.7.2 Vesectomy Sample Selection 
The Family Planning Association of the A.C.T. was 
approached by letter (see Appendix 6 .3) and agreed to serve 
as a source for referrals of clients considering vasectomy. 
A form describing the present study (see Appendix 6. 4) was 
handed by clinic staff to all those attending sterilisation 
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counselling clinics between August lO, 1981 and November 
30, l98l. Couples willing to participate in the study 
signed the bottom of the form and returned it to the 
clinic secretary. A list of the names, addresses and 
phone numbers of volunteers was handed to the author 
after each clinic. 
3.7.3 Tubal Sterilisation Sample Selection 
Dr. Robin Jenkins of the University of Health 
Service, who served as medical advisor for this study, 
referred the author to six gynaecologists. A letter 
(see Appendix 6. 51 introducing the author and describing 
the study was hand-carried to their offices. Five 
doctors agreed to make referrals for the study, and 
the other declined, giving as his reason that he felt 
that patient confidentiality would be breached by any 
such referrals. 
Two doctors wished to make retrospective 
referrals: both contracted a number of patients who had 
been sterilised in the past six months, and both informed 
the author how many patients had been contacted, as well 
as the names and phone numbers of those who had agreed 
to be interviewed. 
One doctor preferred to make prospective referrals: 
when patients came for a preoperative interview they were 
told about this study and asked whether they would like 
to be interviewed. The nurr.ber of refusals and the names 
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and phone numbers of volunteers were relayed to the 
author. 
The other two doctors preferred to make prospective 
referrals, but when they had failed to make any referrals 
after three months1despite fortnightly contacts fromthe 
author, they both agreed to revert to the retrospective 
referral system. (Neither had seen any patients for 
sterilisation during the three months in question.) 
Both informed the author how many patients had been 
contacted, and the names and phone numbers of the 
volunteers. 
The referral rate of female sterilisation sample 
numbers was rather erratic, while the vasectomy sample 
filled at a steady rate. When the vasectomy sample quota 
was full, five more couples were still needed for the 
female sterilisation group, and no referrals had been 
recieved from the selected gynaecologists in four weeks. 
Since the time allocated for data collection had 
almost expired, Dr. Jenkins advised that the best approach 
would be to contact some other gynaecologists, and referred 
the author to three more. Two were too busy to see 
the author, and the third agreed to make referrals, 
selecting the prospective method. He also reported the 
number contacted and the names and phone numbers of 
volunteers to the author. 
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Dr. Don Byrne of the Psychology Department also 
referred the author to a gynaecologist with whom he had 
worked, and this doctor also selected a prospective referral 
system. He agreedcto report the number contacted and the 
names and phone numbers of volunteers to the author. 
3.8 Contact Protocol 
When names and phone number of volunteers were 
recieved by the author, attempts were always made to con-
tact study participants at home, in order to preserve 
their privacy. If repeated attempts to contact study 
participants at home during days, evenings and Saturday 
mornings proved fruitless, however, the work phone 
number was used. 
During the first telephone contact, the volunteer 
was told that the main focus of the study was the 
decision-making leading to the choice of sterilisation, 
and was asked whether the spouse would also be willing to 
be interviewed. If not, a convenient time was selected 
for the interview of the volunteer and the conversation 
was terminated. 
If the volunteer asked time to talk to the spouse 
and find out whether or not he or she would be interested 
in being interviewed, a convenient time to call back was 
selected and the conversation terminated. If the volunteer 
indicated that the spouse was also willing to participate, 
the normal interview procedure was described, including 
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the involvement of a male co-interviewer, the conduct of 
separate but simultaneous interviews with both spouses, 
and the time usually taken (about an hour) • A convenient 
time was then selected for the interview and the conver-
sation terminated. 
3.9 Revision of Sample Size 
After six weeks of data collection had been 
completed, the ~~le interviewer informed the author that 
he had been offered a job in Melbourne starting in two 
weeks' time. The author calculated that at the current 
rate of interviewing, twenty couples per group could be 
interviewed before the male interviewer left. The 
supervisor's permission to reduce the sample-size from 
twenty-five to twenty couples per group was sought and 
received. 
3.10 Analysis Plan 
Becuase most of the data collected in this study 
was in the form of frequency distributions and other types 
of categorical variables, parametric statistical methods 
were in general not appropriate, and chi-square was most 
frequently used. In all cases it was necessary to compute 
an overall chi-square first, to test the null hypothesis: 
HOl: that there are no overall differences among 
the groups. 
If this hypothesis could be rejected, it would be 
I' 
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necessary to test two other null hypotheses: 
H02: that the female groups do not differ; 
and H03: that the male groups do not differi 
If these hypotheses could be rejected, no further 
analysis would be attempted. 
If HOl was rejected but neither H02 nor H03 were 
rejected, the overall differences identified under HOl 
may be demonstrable by some other partition of the data, 
so it would be necessary to test two further null 
hypotheses: 
H04: that there is no overall sex difference; 
and HOS: that there is no overall treatment difference; 
This plan is analogous to the usual analysis of 
variance partitioning, so where appropriate, a two-way 
analysis of variance or covariance with two levels on 
each factor {treatment and sex) was used. 
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4. RESULTS 
4.0 General 
Because the sampling method for the tubal 
sterilisation couples differed from that for the vasectomy 
couples, the results of the sampling must be consider~d 
first. 
Of the 20 vasectomy couples referred and inter-
viewed, only 15 had proceeded with the vasectomy by the 
time that the analysis of the data was begun, and one of 
the 15 was a divorced man living alone, who of course had 
no spouse to interview. His data were included wherever 
possible, but when "couple" data were discussed his results 
were excluded. For some of the tables to follow, therefore, 
there are 15 men in the vasectomy group,and for some there 
are 14. 
The planned vasectomy comparison group, people who 
changed their minds about the surgery after interview, 
therefore consisted of only five couples. This is too few 
for any practical purposes, so no"vasectomy/change mind" 
comparisons were made, and the data from these five couples 
were omitted from consideration in what follows. 
Twenty women who were scheduled for, or had just 
recently undergone, tubal sterilisation were also referred 
and interviewed. Although it was stated in the first 
telephone contact that the focus of the study was on the 
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decision to seek sterilisation, and that the author was 
interested in the husband's contribution to the decision 
as well, and that a male co-interviewer would interview 
the husband if he were willing to participate, in six 
cases the husbands were not interviewed. One of these 
six women had been sterilised despite some opposition 
from her husband, and the other five preferred to be 
interviewed alone, because the decision to seek steril-
isation was theirs alone and they felt that the husband's 
participation in the decision was neglegible. All had 
informed their husbands of their decision to be sterilised 
but two did not inform them of the interview in advance. 
Data from these six women were regretfully not 
included in the analysis either. It was clear that they 
were different from the other women, and their responses 
would obviously have had to be omitted from all discussions 
of "couple" data. It was decided that, for clarity, they 
should be omitted from all the tables. Inclusion of these 
six women as a subgroup was considered and rejected, 
because there were too few of them for meaningful compar-
isons with thedata of the other women. All tables to follow 
show 14 couples in the tubal sterilisation group, although 
one woman decided not to answer one question (on abortion, 
in section 4.6), and from section 4.4 one man declined to 
answer the question on orgasmic frequency and two women 
declined to answer the question on coital frequency, so these 
results are based on the number of responses available. 
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As it happened, no "tubal sterilisation/change mind" 
comparisons were possible, because all the women inter-
viewed proceeded with the surgery. If "change of mind" 
comparisons had been specifically sought, they apparently, 
would have needed to be sought from general practitioners' 
practices, because once a woman makes an appointment to 
see a gynaecologist about sterilisation she has fairly 
firmly made up her mind to go ahead with it. 
The questionaire developed for the study collected 
data from nine topic areas: 
4.1 Descriptive Data 
4.2 Pregnancy History 
4.3 Family Size Formation 
4.4 Sexual Behaviour 
4.5 Relationship 
4.6 Attitudes to Population Issues 
4.7 Knowledge of the Procedures 
4.8 Choice of Sterilisation 
4.9 Choice of Sterilisation Procedure 
and each will be discussed in turn, and appropriate 
statistical results presented, before proceeding to the 
next topic area. The descriptive data will therefore 
be presented first. 
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4.1 Descriptive Data 
Table lA shows that the average age of the partner 
who was sterilised was 32.8 years for the men and 32.l 
years for the women. Since husbands tend to be a few years 
older than their wives, the vasectomy wives were younger 
(average age 30.2 years) and the tubal sterilisation , 
husbands were older (average age 35.3 years). 
The vasectomy groups were better educated, with 
the average number of years of education being 12.3 for 
the women and l3.5 for the men, indicating that a sizable 
proportion of both men and women had received some 
tertiary education. Corresponding averages for the tubal 
sterilisation groups were 11.9 for the men and 10.6 for 
the women, indicating that the majority of both groups 
had only a high school education. 
Because it seemed likely that this difference in 
educational levels might influence other responses also 
considered in this study, the data on years of education 
were submitted to an analysis of variance, and the summary 
table for this analysis is presented in Table lB below. 
There was no significant interaction, so the significant 
main effects may be interpreted in a straightforward way: 
couples who choose vasectomy are significantly more likely 
to be well educated than are couples who choose tubal 
sterilisation, and men in this agegroup are significantly 
more likely to be well educated than are women. The 
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significant main effect for procedure and the absence of 
interaction are consistent with the previously quoted 
finding that the husbands of well-educated women tend 
to be more likely to seek vasectomies, but they are also 
consistent with the interpretation that the husbands of 
well-educated women tend to be well-educated themselves, 
so of course it could be the husbands' higher level of 
education that prompted the choice of vasectomy in the 
population from which this sample is drawn. 
TABLE 1B 
Analysis of Variance Summary: Education 
Source SS df MS F Pr 
Sex 24.45 l 24.45 4.48 0.05 
Procedure 42.88 1 42.88 7.86 0.01 
Interaction 1. 45 1 1.45 0.27 N.S. 
Error 283.79 52 5.46 
To determine whether or not the vasectomy groups 
were better educated than the ACT population as a whole, 
reference was made to Table 16 of the ACT Census of June, 
1976, the most recent data available on this subject. In 
the male population aged 25-44, 26.47% had obtained higher 
degrees, graduate diplomas, bachelor's degrees, or diplomas. 
The corresponding percentage for the vasectomy men was 
53.33%, and for the tubal sterilisation husbands was 21.43%. 
This means that the tubal sterilisation husbands were about 
average for the proportion of tertiary qualifications as 
described by the census figures, while the vasectomy men 
were much more likely to possess tertiary qualifications 
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than the ACT male population of their age. 
In the female population aged 20-39, 16.51% had 
tertiary qualifications while the corresponding percent-
age for vasectomy wives was 35.71%, and for tubal steril-
isation women 7.14%. The female groups are therefore 
more extreme than males: women choosing tubal sterili~­
ation are less likely to possess tertiary qualifications 
than are other women, and women married to men choosing 
vasectomy are also more likely to have tertiary 
qualifications than are other women in the ACT of their 
age. 
Table lA also shows that the distribution of 
religious preferences was quite different, with more than 
half of the vasectomy men and about a third of their 
wives giving no religious preference, while more than half 
of the tubal sterilisation groups were either Roman 
Catholics or Anglicans. Due to the small frequencies 
of specific religious denominations, particularly in the 
vasectomy groups, the only possible categorisation as 
far as statistical analysis was concerned was "Christian" 
versus "no religious preference", and the contingency 
table for this analysis is presented below, in Table lC. 
Chi-square computed from these data is 6.89 with three 
degrees of freedom, which is not statistically significant 
with this sample size (O.OS<pr < 0.10), but there is a 
trend for the vasectomy men to be less likely to belong to 
a religious denomination and for the tubal sterilisation 
women to be more likely to do so. 
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TABLE lC 
Contingency Table: Religious Preference by Group 
I Vasectomy Tubal Sterilisation Religious 
Preference Men Wives Husbands Wives TOTAL 
Oi IEi Oi ! Ei I Oi I Ei Oi I Ei 
' i I 
Christian 6 9 10 12 
9.1 I , 37 9.7 9.1 9.l 
None 9 5 4 2 20 
5.3 4.9 4.9 4.9 
TOTAL 14 14 14 57 
According to Table 11 of the ACT Census of June 
1976, 72.04% of males professed to belong to one of the 
Christian denominations, which is very close to the 
percentage found among tubal sterilisation husbands 
(71.43%). Among the vasectomy men, however, there were 
only 40.0% professed Christians, so vasectomy men were 
just over half as likely to profess to be Christians 
as other men in the ACT population. 
According to the same Table 11, 76.03% of women 
in the ACT profess to be Christians. In this instance 
the tubal sterilisation women were slightly more likely 
to profess Christianity (85.71%) and the vasectomy wives 
were slightly less likely to do so (64.29%) compared 
with other women in the ACT. 
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Since the tubal sterilisation couples were 2-3 
years older, on average, than the vasectomy couples, it 
is not surprising that they had been married for 2-3 years 
longer (average 118.6 months or almost 10 years for the 
tubal sterilisation couples versis 85.l months or about 
7 years for the vasectomy couples). 
Both groups of women contained two who had been 
married before while previously married men in the 
vasectomy group {five) were much more numerous than in the 
tubal sterilisation group (one). 
There were slightly more working women in the 
vasectomy group (seven versus six) and considerably more 
women in the tubal sterilisation group who expected not 
to work in the future (three, compared with one in the 
vasectomy group) . 
The significantly higher educational level of 
people who choose vasectomy has been reported by other 
investigators and is probably the single most important 
finding of this section. The age difference is fairly 
small and probably accounts for the difference in number 
of years married to current spouse. However the younger 
vasectomy men had experienced more prior marriages, which 
suggests that they married younger, as does the fact 
that their prior marriages had a longer average duration 
(101.5 months or about 8~ years). The tubal sterilisation 
women also had longer prior marriages (78.0 months or 
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6lo years) by comparison with both the vasectomy wives 
and the tubal sterilisation husbands (each 30 months or 
2lo years). There is a slight tendency, then, for the 
partner submitting to the surgery to have married younger 
and to have experienced a failed marriage. 
The better educated vasectomy wives were also 
slightly more likely to be working at the time of interview 
and slightly more likely to consider a career or a job as 
part of their expectations of life. 
The overall impression conveyed by these data is 
that vasectomy men, and, to a lesser extent, their wives, 
tend to be less conservative than average. On the other 
hand, the tubal sterilisation women tend to be more 
conservative than average, while their husbands seem to be 
about average in most demographic respects. 
4.2 Pregnancy History 
Table 2A shows that the pregnancy history of the 
tubal sterilisation women differs in almost all respects 
from that of the vasectomy wives. In one respect they 
appear to be quite similar: it takes about the same time 
(three to four months) for a woman in either group to 
conceive, once she ceases to use contraception. However 
tubal sterilisation women tend not to plan their pregnancies, 
since 14 of them reported an aggregate of 21 unplanned 
pregnancies, compared with the aggregate of four reported 
by the 14 vasectomy wives. Fortunately, most of these 
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unplanned pregnancies in both groups .are eventually 
accepted. 
Miscarriages are also more common among tubal 
sterilisation women CS, compared to 1 for the vasectomy 
wives), and the only abortion was reported by a woman who 
later chose tubal sterilisation. Lastly, all four of the 
. 
infant deaths occurred in tubal sterilisation families. 
Two hypotheses come to mind to explain the apparent 
link between obstetric problems and later choice of tubal 
sterilisation. The first is that women with such obstetric 
histories would be more likely than other women to come 
under a gynaecologist's care, and, once under his/her care, 
would be likely candidates to receive his/her recommendation 
that sterilisation be considered once the family was complete. 
Another possibility would be that a woman who found 
planning her pregnancies difficult and who had experienced 
a difficult obstetric history might have found it such a 
traumatic experience that she might seek sterilisation 
in order to protect herself with a safe and permanent 
contraceptive method. 
Table 2A also shows that tubal sterilisation women 
went on to have slightly more surviving children (2.4 per 
woman) than did the vasectomy wives (2.1 per woman). 
Because it seemed likely that number of children 
might be related to other variables considered in the 
study, it was decided to subject these data to statistical 
TABLE 3A: Number of Children Wanted by Sex within Groups 
Family Size Variables Possible Responses Vasectomy Tubal Sterilisation Men I Wives Husbands) Women 
Number of children wanted when 
first married: Mean 1. 7 2.0 2.9 3.5 
Range 0-3 0-5 2-4 0-6 
Degree of discussion of number 
wanted with spouse: Extensive, some 8 9 7 4 
Brief 3 3 4 4 
No discussion 3 2 3 6 
Agreement on degree of discussion Yes 4 4 
Almost 7 5 
No 3 5 
Importance attached to wanted 
number Very,somewhat 8 10 8 5 
Not at all, 
Hadn't thought 7 4 6 9 
Ability to predict spouse's number 
wanted: Correct 5 4 1 2 
Within :!: l 2 l 5 4 
Incorrect 3 6 5 5 
Spouse gave no.# 4 3 3 3 
Change in number wanted during 
marriage, to: Fewer 2 3 5 8 
No change 7 5 5 2 
More 2 2 0 l 
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analysis. Because of the prior marriages of some of the 
study sample, the number of children borne by each woman 
and sired by each man was used in the analysis. Because 
the variable under consideration is discrete, with about 
half of each group "tied" with two children each, it was 
decided to use the median test, which turned out to be 
identical with performing a chi-square on the categories 
"two or fewer children" and "more than two children." 
The contingency table for this analysis is presented below, 
in Table 2B. As inspection of Table 2B would suggest, 
these data are not significantly different, since chi-square 
TABLE 2B 
Contingency Table: Family Size by Group 
Exceeds median 
>2 children) 
DOes not exc.eed 
median 
{< 2 children) 
TOTAL 
Vasectomy 
Men i Wives 
01. I Ei I Oi l Ei 
5 5 
4.8 4.8 
9 9 
9.3 9.3 
14 14 
Tubal 
Sterilisation 
Husbands I Women TOTAL 01 I Ei I 01 I El. 
4 5 19 
4.8 4.8 
10 9 ,,j 37 
9.3 
14 14 56 
computed from them is 0.24. Hence the distribution of 
number of children an1ong the four groups does not differ, 
either by chi-square analysis or by the median test. 
4.3 Family Size Formation 
Table 3A shows that, on the average, women reported 
wanting more children at the time of marriage than did 
-44-
their husbands, and tubal sterilisation couples reported 
wanting more children than did vasectomy couples. 
Vasectomy couples reported that the majority had 
discussed the size of the family they wanted with their 
spouse, and so did tubal sterilisation husbands, but 
almost half of the tubal sterilisation wives reported 
that no such discussion had taken place. Agreement between 
the spouses as to the degree of discussion therefore 
favours the vasectomy couples, with three disagreeing, 
by comparison to the tubal sterilisation couples, where 
five disagreed. However, when asked to predict the 
number of children their spouse wanted, only the vasectomy 
men did well, with the number who were correct or close 
outnumbering the incorrect by more than two to one, while 
in all other groups it was fifty-fifty. 
It is interesting that in the vasectomy groups, 
more of the women attached importance to wanting a specific 
number of children, and that the eventual number born was 
closer to the wives' desired number. In the tubal 
sterilisation groups, on the other hand, the husbands 
had more firmly made up their minds at marriage about the 
number of children they wanted, and the number eventually 
born was closer to the husbands' desired number. It does 
seem that, for one reason or another, tubal sterilisation 
couples may have had fewer children than they really 
wanted. 
Vasectomy couples reported more stability in the 
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desired number of children over the years: both men and 
women showed more people staying the same than changing 
in either direction; perhaps they had had more realistic 
ideas about family size to begin with. Tubal sterilisation 
couples, on the other hand, showed lots of movement 
towards a desire for fewer children, especially among the 
women, who of course had had higher desired numbers at 
the time of marriage. (Perhaps some of the change to 
wanting fewer children by the tubal sterilisation women 
may have followed their bad experiences with pregnancy 
and childbirth.). It seems likely, then, that many couples 
who choose sterilisation, particularly those who choose 
female sterilisation, do so based on experiences occurring 
during the marriage, and could not be identified as wanting 
small families and an early cessation to childbearing at 
the time of marriage. 
TABLE 3B 
Recognition that the Last Childbirth Will Complete the Family 
Questionnaire Item Vasectomy 
Tuna1 
Sterilisation 
Men [ W:i..ves Husbands I Women 
Family complete: Yes 11 11 7 7 
No 2 0 7 6 
Correctly identified 
spouse's response: Yes 9 11 8 7 
No 3 1 6 7 
Table 3B shows that vasectomy couples Were more 
likely to recognise, at the time their last child was born, 
that the family was complete. Furthermore, when asked how 
their spouse felt, they were very likely to know. Tubal 
TABLE 4: Sexual Activities and Expected Effects of Sterilisation 
Frequency of Intercourse(per month) 
Coincidence of spouse's estimate of 
coital frequency 
Frequency of Orgasm 
Expected effect of sterilisation on 
sexual activities 
Expected effect of sterilisation on 
sexual enjoyment 
Possible Responses 
Mean 
Range 
Close (±3) 
Fair (±7) 
Bad ( >8 discrepancy) 
Always, mostly 
Sometimes 
Infrequently 
Intercourse, 
orgasms more 
Intercourse more 
No change 
More enjoyment 
No change 
Vasectomy 
Men I Wives 
9.0 
4-25 
15 
0 
0 
1 
6 
8 
6 
9 
4 
4 
6 
12.5 
4-22 
8 
3 
3 
J. 
3 
10 
5 
9 
Tubal Sterilisation 
Husbands I Women 
9,5 
1-20 
11 
l 
l 
2 
1 
11 
4 
10 
5 
4 
5 
9.8 
2-30 
9 
3 
2 
4 
2 
8 
7 
7 
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sterilisation couples, on the other hand, often wanted 
to have more children after the birth of the youngest, 
and half were wrong when asked how their spouse felt at 
this time. 
The results of this section, and the relatively 
high incidence of unplanned pregnancies reported by 
tubal sterilisation women, (see Section 4.2) suggest that, 
for vasectomy couples, having children is more likely to 
be a matter for rational discussion and planning than 
it is for tubal sterilisation couples. 
4.4 Sexual Behaviour 
Table 4 summarises the responses to questions about 
sexual activities, and about the respondents' expectations 
of the effect of the sterilisation surgery on those 
activities. The average coital frequency computed from 
the men's responses is quite close to that computed from 
their wives' responses in the tubal sterilisation group, 
but this is not true of the vasectomy group. However, 
Table 4 also shows that the distribution of degree of 
agreement between spouses on the estimate of coital 
frequency is very similar for the two groups. In fact, 
there is one couple in the vasectomy group with widely 
discrepant estimates: according to the wife, the couple 
has intercourse 20 times per month; her husband estimates 
that they have intercourse 9 times per month. If these 
responses are both dropped, the average coital frequency 
for the vasectomy group is 9.0 times per month, whether 
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calculated from the men's or the women's estimates. 
This is just another example of the exaggerated effect 
which extreme scores can have on a mean. 
Frequency of orgasm as reported by the tubal 
sterilisation women is very similar to that reported by 
the vasectomy wives, and the vasectomy men gave the sort 
of responses that one would normally expect from men. 
However, one tubal sterilisation husband did not wish to 
answer the question, and two others gave responses that 
were rather unexpected, one replying that he "infrequently" 
achieved orgasm and another responding that he "sometimes" 
achieved orgasm. Without detailed questioning, which 
would have been quite inappropriate for this type of 
study, no notion of the cause of this orgasmic dysfunction 
could be proposed. This sample is also too small to make 
reliable estimates of the frequency of such a relatively 
rare condition in the population from which the sample was 
drawn, or indeed to infer that its frequency might differ 
between the population of men choosing vasectomy and the 
population of men married to women choosing tubal sterili-
sation. It would certainly be recoro.mended that future 
studies in this area not neglect to look at orgasmic 
function in couples choosing sterilisation. 
The majority of all groups expected sterilisation to 
have no effects on sexual activities or enjoyment, and none 
of those interviewed reported expecting a decrease in 
coital frequency, orgasmic frequency or enjoyment after 
TA!ilJl SA: Cou.ple Sharing of Chores,Aetivities and Friends 
by sex within Groups 
lncividual Res nses A eement 
Alwavs!Someti.mes!Never Yes I Alwavs I No 
l. Role: reversal 
Vasectomy ::men l lO l 4 8 2 
:wives l 13 0 a 5 l 
Tubal Sterilisation :husbands l 13 0 6 7 l 
'"""""' 
l 12 l 7 5 2 
2. liusba."ld a:pe:nds free time wi t.h 
family. 
Vasectomy :men 4 ·lO 0 4 9 l :wives 7 7 0 
Tubal Sterilisation ;husband$ 4 10 0 a 6 0 ;woman 7 7 0 
J. Freque."lcy of •couple"' outinqs 
Vasectomy :men 4 lO 0 6 6 2 :"Wives 3 ll 0 
Tubal Sterilisation : husbands 0 14 0 9 5 0 :women l lJ 0 
4. Number of "'couplit"' friends 
Vasectomy :men lO 4 0 7 7 0 :wives l2 2 0 
Tul::lal Sterilis:ation : hush ands 10 3 l 0 s 6 :wome:..'"\ ll 3 0 
5. Number of •own" friends 
Vasectomy :men 0 7 7 
;wives l 6 7 
Tubal Sterili$ation zhusba.nds 0 9 5 
:women 0 s 9 
6. Discuss daily activities with 
spouse 
Vase.ct.Ot!!'Y 
'""" 
.l2 2 0 a 6 0 
:wives 14 0 0 7 4 3 
TtWal Sterilisation :husbands 9 5 0 5 7 2 
;women .l.3 1 0 l 6 
' i. Total 
Vasectomy :men 40 43 l 29 36 s 
;wives 44 39 l 32 31 7 
'Z'uba.l Sterilisation : husbands 20 54 l 2B 33 9 
:wottwm 42 u l 25 30 lS 
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sterilisation. It is interesting to note that the 
individual who was submitting to the surgery was slightly 
more likely, in this sample, to expect positive sexual 
effects from the operation than was his/her spouse. 
(The small frequencies involved make these data unsuitable 
for statistical analysis, but the observed differences are, 
in any case, very small). 
4.5 Relationship 
The study questionnaire asked a series of questions 
concerning the degree or frequency of sharing various 
activities, from household chores to leisure time and 
outings, and the responses are presented in the first three 
columns of Table SA. In three items (nu.rnbers 2, 3 and 4) 
both spouses were asked the same question about a shared 
activity, and the degree of their agreement is tabulated 
in the last three columns of Table SA. In two items 
(numbers l and 6) both spouses were asked to predict their 
spouse's contribution to a shared activity, as well as to 
describe their own contribution to the same activity. The 
accuracy with which each could predict his or her spouse's 
response is also tabulated under "agreement" in the last 
three columns of Table SA. 
For analysis, the responses to all items were summed 
to produce a category of responses to do with degree of 
sharing. Item 5, which asks about the number of friends 
each person has who are not his/her spouse's friends, 
TABLE 6A: Attitudes to Population and Birth Control Issues by Sex within Groups 
Attitude Statements 
!.Population growth leads to disaster 
Vasectomy :men 
wives 
Tubal Sterilisation :husbands 
women 
2.Population 9rowth problems are solvable 
Vasectomy :men 
Tubal Sterilisation 
wives 
:husbands 
women 
3 .childless people are unfulfilled 
Vasectomy :men 
Tubal Sterilisation 
wives 
:husbands 
women 
4.Life can be rich without children 
Vasectomy :men 
wives 
Tubal Sterilisation :husbands 
women 
5.1\bortion should be readily available 
Vasectomy :men 
Wives 
'l'ubal Sterilisation :husbands 
women 
6.Birth control detracts from sex 
Vasectomy :men 
wives 
Tubal Sterilisation :husbands 
women 
?.Overall: population should be limited 
Vasectomy :men 
wives 
Tubal Sterilisation :husbands 
women 
S!~~~~ly J Agree I Neutral I Disagree I ~i~~~~!~ 
0 
0 
2 
1 
1 
0 
0 
0 
0 
0 
0 
0 
6 
3 
1 
2 
1 
5 
1 
2 
0 
·l 
0 
0 
19 
16 
11 
11 
6 
3 
7 
4 
1 
6 
6 
4 
2 
0 
4 
3 
9 
10 
10 
7 
9 
5 
6 
4 
5 
0 
1 
4 
43 
38 
40 
31 
3 
5 
1 
6 
4 
2 
2 
4 
0 
2 
2 
1 
0 
1 
1 
2 
1 
0 
2 
6 
1 
3 
3 
4 
9 
13 
11 
23 
4 
4 
3 
3 
7 
6 
5 
5 
7 
8 
5 
8 
0 
0 
1 
2 
3 
3 
3 
1 
5 
6 
7 
3 
15 
13 
18 
17 
2 
2 
1 
0 
2 
0 
1 
1 
6 
4 
3 
2 
0 
0 
1 
1 
1 
0 
2 
1 
4 
4 
3 
3 
4 
3 
4 
2 
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is in the opposite direction from all the other items, 
and it was reversed before summing (and before inclusion 
in the "Total" row of Table SA). The contingency table 
resulting from this summation is presented in the top 
portion of Table SB, and the chi-square computed from 
these data is 6.46, with three degrees of freedom. With 
this sample size, the observed differences among the groups 
' 
are not quite large enough to achieve statistical 
significance, but there is a trend in the data since the 
probability that the null hypothesis is true is between 
O.OS and 0.10 (0.05 < pr < 0.10). This suggests that a 
larger sample may well demonstrate a statistically reliable 
result, and an examination of the degree of sharing within 
the marital relationships of those choosing sterilisation 
would be recommended in the future research in this area. 
The bottom portion of Tabel SB shows the contingency 
table resulting from summing the degree of agreement 
between the spouses across all the items in Table SA. 
The chi-square computed from these data is 7.75 with 
6 degrees of freedom, which is not large enough to reject 
the null nypothesis. Observed differences of this 
magnitude could arise fairly commonly by chance. 
4.6 Attitudes to Population Issues 
The frequency distributions of responses to the 
attitude statements adapted from Fischer (1972) are 
presented in Table 6A. Three of the statements (#s 1,4 
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and 5) were phrased in such a way that they favoured 
population limitation, and the other three (#s 2, 3 and 6) 
were phrased in the opposite sense. In order to derive an 
"overall" attitude to these issues, reponses to items 
favourable to population limitation were summed, responses 
to items unfavourable to population limitation were reversed 
and summed, and the two sums added, resulting in an overall 
attitude favourable to population limitation. Frequencies 
in the "strongly disagree" column for the overall attitude 
were too small for analysis, so the "Strongly Disagree" and 
"Disagree" categories were collapsed to produce the 
contingency table presented in Table 6B below, and chi-square 
computed from these data is 13.56, with nine degrees of 
freedom. With this sample size, these differences among 
the groups are not quite large enough to achieve statistical 
significance, and the null hypothesis cannot be rejected. 
TABLE 6B 
Contingency Table: Attitudes to ZPG by Groups 
Strongly 
GROUP Aoree Agree Neutral Disagree TOTAL 
Oi i Ei Oi I Ei Oi l Ei Oi Ei 
Vasectomy:men 19 43 9 19 90 
15.0 40~1 14.8 20.l 
wives 16 38 13 16 83 
J.3. 9 37.0 13.6 18.5 
Tubal 
Sterilisation 
:husbands 11 40 11 22 84 
J.4.0 37.5 J.3. 8 18.7 
14.0 37.5 
23 19 
13.8 I 84 18.7 women I 11 i 31 
Total, all groups! 5 7 152 56 76 1341 
In order to determine whether attitudes to population 
issues are related to family size, the data were partitioned 
1'ABf,E 6C: Attitudes to Population and Birth Control Issues for Men 
by Number of Children Fathered 
Attitude Statements Strongly I Aqree Agree I Neutral I Disagree I ~{~~~;!~ 
1. Population growth leads to disaster 
: 0 children 1 1 0 0 0 
: 1 child 0 1 0 0 1 
2 children 1 7 3 5 1 
3 children 1 3 0 2 1 
4 children 0 1 1 0 0 
2. Population growth problems are solvable 
: 0 children 0 0 0 1 0 
1 child 1 0 0 1 0 
2 children 0 3 5 6 3 
3 children 0 4 0 3 0 
4 children 0 0 1 1 0 
3. Childless people are unfulfilled 
0 children 0 0 0 0 1 
1 child 0 0 0 1 1 
2 children 0 5 1 7 4 
3 children 0 1 1 3 2 
4 children 0 0 0 1 1 
4. Life can be rich without children 
0 children 1 0 0 0 0 
1 child 1 1 0 0 0 
2 children 3 11 1 1 1 
3 children 1 6 0 0 0 
4 children 1 1 0 0 0 
5. Abortion should be readily available 
O children 0 1 0 0 0 
1 child 0 0 0 1 1 
2 children 1 B 3 3 2 
3 children 1 5 0 l 0 
4 children 0 l 0 1 0 
6. Birth control detracts from sex 
0 children 0 1 0 0 0 
1 child 0 0 0 1 1 
2 children 0 2 4 7 4 
3 children 0 3 0 3 1 
4 children 0 0 0 1 1 
7. Overall: Population should be limitea 
0 children 2 3 0 1 0 
1 child 3 5 0 1 3 
2 children 16 46 17 19 4 
3 children 6 23 1 11 1 
4 children 3 6 2 1 0 
TABLE 60: Attitudes to Population and Birth Control Issues for Women 
by Number of Children 
Attitude Statements Strongly I Aaree Agree I Neutral I . I Strongly Disagree DisaQree 
l. Population growth leads to disaster 
: 0 children 0 1 0 1 0 
: l child 0 l 0 0 0 
2 children l 2 7 4 l 
3 children 0 3 3 2 0 
4 children 0 0 l 0 l 
2. Population growth problems are solvable 
: 0 children 0 0 l 1 0 
i child 0 0 0 l 0 
2 children 0 7 3 4 1 
3 children 0 3 1 4 0 
4 children 0 0 1 l 0 
3. Childless people are unfulfilled 
0 children 0 0 0 1 1 
1 child 0 0 0 1 0 
2 children 0 1 0 10 4 
3 children 0 2 2 4 0 
4 children 0 0 1 0 1 
4. Life can be rich without children 
0 children 1 1 0 0 0 
1 child 1 0 0 0 0 
2 children 2 10 1 1 1 
3 children 0 6 1 l 0 
4 children 1 0 1 0 0 
5. Abortion should be readily available 
O children 1 0 0 0 0 
1 child 0 0 0 0 1 
2 children 4 4 3 4 0 
3 children 2 4 2 0 0 
4 children 0 1 1 0 0 
6. Birth control detracts from sex 
0 children 0 0 0 1 1 
1 child 0 0 0 1 0 
2 children 0 2 4 5 4 
3 children 0 2 2 2 2 
d rohi .. -"ron 1 0 1 0 0 
7. Overall: Population should be limited 
0 children 4 5 1 1 0 
1 child l 4 0 0 1 
2 children 16 35 lB 19 2 
3 children 4 23 11 10 0 
4 childi:-en 2 2 6 0 2 
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by number of children. Because of the prevalence of 
prior marriages, this partitioning was done separately 
for men and women. The results are presented in 
Tables 6C and 6D. Even collapsing the family size categories 
to 0 or l child, two children, and more than two children, 
there were too many small frequencies, particularly in 
the female data, to permit analysis. In order to dete~mine 
whether it would be meaningful to collapse the male and 
female data, an overall chi-square was performed to 
discover if sex differences existed. The results are 
presented in Table 6E, below. (Again the "Strongly 
Disagree" and "Disagree" categories have been combined.). 
TABLE 6E 
Contingency Table: Attitudes to ZPG by Sex 
I istrongly 
SEX Aqree Agree Neutral Disagree TOTAL 
Oi I Ei 01 I El. Oi I Ei Oi I El. 
Women 16 35 18 21 90 
15.0 38.0 16.4 20.6 
Men 16 46 17 23 102 
17 .o 43.0 18.6 23.4 ; 
Total, both sexes! 32 81 35 44 192 
Chi-square computed from these data is 0.88, with 
three degrees of freedom, which is not statistically 
significant, indicating that sample men do not differ from 
sample women in their attitudes to population limitation. 
It was judged permissible, then, to perform analyses on the 
male and female data collapsed together. 
Frequencies of no children and one child were too 
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small to permit analysis, so these categories were 
collapsed, as were the "Strongly Disagree" and "Disagree" 
categories. The resulting contingency table is presented 
in Table 6F, below. Chi-square computed from these data 
TABLE 6F 
Contingency Table: Attitudes to ZPG by Sex 
strongJ.y 
Acree Agree Neutral Disagree TOTAL 
Oi I Ei Oi I Ei Oi I Ei Oi I Ei 
0,1 child 10 17 l 7 35 
5.9 15.6 5.7 7.8 
2 children 
I 
32 81 35 44 192 
32 .1. 85.6 31.5 42.8 
3 children 10 46 12 22 90 
1.5.0 40 .1. 14.8 20.l 
4 children 5 B a 3 24 
4.0 10.7 3.9 5.4 
Total, all 
family sizes 57 152 56 76 341 
is 17.15 with nine degrees of freedom, which is statistically 
significant (0.025 < pr < 0.05) indicating that family size 
does affect attitudes towards population limitation, or 
vice versa. 
Comparison of observed with expected frequencies 
indicates that the smallest and largest family sizes 
contributed most to the variation from expectations, with 
the parents of small families being more likely to favour, 
or strongly favour, population limitation, and the parents 
of large families more likely to be neutral on these issues. 
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Nonparametic statistics are not as versatile in 
permitting the examination of the interactions of different 
variables as are parametric methods, so it was decided 
to attempt an analysis of covariance on the results of 
this section, using nu.'llber of children as a covariate. 
The strength of the attitude favouring population limitation 
could be analysed in this type of analysis, once the raw 
data had been transformed. Data transformations were 
performed as follows: firstly, those statements not 
favouring population limitation (#s 2, 3 and 6) were reversed 
as before. Secondly, a "Strongly Agree" response was scored 
as +2, an "Agree" response as +l, a "Disagree" response 
as -1, and a "Strongly Disagree" response as -2. Thirdly, 
scores were added for each individual. It so happened 
that at this point several people had negative scores. 
Because the addition of a constant to all scores in an 
analysis of variance has no effect on the results, in a 
fourth step +4 was added to all scores to eliminate negatives. 
The transformed scores were then submitted to analysis of 
covariance. The analysis of covariance summary table is 
presented in Table 6G below. The F-test on the mean square 
TABLE 6G 
Analysis of Covariance Summary: Strength of Attitudes to ZPG 
SS df MS F Pr 
Sex 0.64 1 0.64 0.06 NS 
Procedure 22.11 1 22.11 2. 10 NS 
Interaction! 0.00 1 o.oo 0.00 NS 
Error I 547.34 52 10. 5 3 
for procedure is not significant, and it is notable that 
the error mean square is quite large. This suggests that 
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the variation within groups is too large for the observed 
between-groups differences to attain significance. 
Although the groups appear to differ, both on the 
pattern of responses to the overall attitude to population 
limitation and on the strength of this attitude, with the 
large amount of observed variation within groups, neither 
• 
of these differences is large enough to attain statistical 
significance. On the other hand, it is clear that when 
data are partitioned by number of children instead of by 
group membership, the attitudes to population limitation 
show a statistically significant relationship to number 
of children, with parents of small families more likely to 
favour or strongly favour population limitation, while 
parents of large families were more likely to be neutral. 
It is of course not possible from these data to ascertain 
whether the attitude preceded the decision to have a 
small family or vice versa. 
4.7 Knowledge of the Procedures 
The questionnaire used in this study contained a 
seven-item multiple-choice test about the physiology of 
the procedures and their effects. Five questions were 
common to both the male and female versions of the test, 
of which two concerned hysterectomy and one each concerned 
male castration, female castration and sterilisation 
reversal. In addition to these, men were asked two 
questions about vasectomy and women were asked two 
questions about tubal sterilisation. The results, in 
TABLE 7A: Knowledge about the Sterilisation Procedures 
and their Physiological Effects 
Vasectomy 
Questionnaire Item .Men I Wives 
Number! % I Number I % 
Total, number of answers correct 70 66.7 74 75.5 
Questions about own operation ( 2) 16 53.3 - -
Questions about own-sex operation (2) - - 24 85.7 
Questions about reversal ( 1) 13 86.7 10 71. 4 
Questions about hysterectomy (2) 17 56.6 19 67.9 
Questions about male castration ( 1) 13 86.7 13 92. 9 
Questions about femal castration ( 1) 11 73.3 8 57.1 
Tubal Sterilisation 
Husbands I Women 
Number I % I Number I % 
60 61. 2 64 65.3 
- -
19 67.9 
15 53.6 - -
7 50.0 10 71. 4 
16 57.1 17 60.7 
13 92. 9 11 78.6 
9 64.3 7 50.0 
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terms of number and percentage of correct answers, are 
presented in Table 7A. 
Inspection of Table 7A immediately suggests that 
the vasectomy groups are more knowledgeable overall than 
the tubal sterilisation groups, and that, within groups, 
the women seem to be more knowledgeable than their 
husbands. It will be recalled from Section 1 that the 
vasectomy groups are also significantly better educated 
than the tubal sterilisation groups and that the men are 
significantly better educated than the women. Since 
amount of education could clearly confound these results, 
and since the underlying scale is ordinal, it was decided 
to submit these data to analysis of covariance, with 
number of years of education as the covariate. 
The analysis of covariance summary table is 
presented below, in Table 7B. The main effect for procedure 
TABLE 7B 
Analysis of Covariance Summary Table: Knowledge of Procedure 
Source SS df MS F Pr 
Sex 1.30 l 1. 30 1.05 NS 
Procedure 5. SJ. 1 5.51 4.48 0.05 
Interaction 0.00 1 0.00 0.01 NS 
Error 63.98 52 1. 23 
is significant (F = 4.48, with 1 and 52 degrees of freedom, 
Pr < 0.05), indicating that the observed differences between 
the groups are statistically significant. Neither the main 
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effect for sex nor the interaction achieved statistical 
significance, so the interpretation of the significant 
main effect is quite straightforward: disregarding sex, 
couples who choose vasectomy have a better overall 
knowledge of the procedures and their physiological 
effects than do couples choosing tubal sterilisation. 
To determine whether the analysis of covariance 
was really necessary, that is whether controlling the 
effects of amount of education had an appreciable effect 
on the outcome, the analysis of variance summary was also 
computed for these data. It is presented in Table 7C, 
below. It can be seen that, when the effect of amount of 
TABLE 7C 
Analysis of Variance Summary Table: Knowledge of Procedures 
Source SS df MS F Pr 
Sex 1.14 l l.14 0.92 NS 
Procedure 7.14 1 7.14 5.79 0.025 
Interaction o.oo 1 0.00 0. 01 NS 
Error 64.14 52 l. 23 
education is ignored, the F for sex is smaller and that for 
procedure is larger. In fact, if the analysis of variance 
had been used, an unjustifiably high level of significance 
(0.0J. <pr < 0.025) would have resulted for the main effect 
for procedure, simply because in this instance amount of 
education and procedure chosen were "acting" in the same 
direction, statistically speaking. 
Knowledge of individual topic areas was not 
-63-
statistically analysed, because it was considered that 
under the circumstances discussed above, the appropriate 
analytical method would have been multivariate analysis 
of covariance. Since scores on individual topic areas 
were based on only one or two items per person, it was 
considered that the underlying scales would probably 
behave as if the variables were discrete, thereby 
contravening one of the assumptions of the analysis. 
An examination of the individual elements of 
Table 7A is therefore difficult, and no claims of 
significance of observed differences can be made. However, 
the significant difference between vasectomy groups and 
tubal sterilisation groups on the sum of the elements must 
result from the observed differences between the elements, 
so a brief look at these is in order. 
The men were not very well-informed about vasectomy, 
whether they had chosen to have one or not. The women were 
better informed about tubal sterilisation, but, strangely, 
the women whose husbands were having vasectomies knew more 
about tubal sterilisation than the women who were having 
the surgery. Women who were being sterilised learned more 
about their surgery than did men about theirs, suggesting 
that gynaecologists made available more information or 
more explicit information, than did the Family Planning 
Clinic. It is noteworthy that this is despite the fact 
that the vasectomy men had an average of three years more 
education than did the tubal sterilisation women. However, 
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what can explain the superior knowledge about tubal 
sterilisation possessed by the vasectomy wives? One 
possibility is that these highly educated women, in 
considering sterilisation, had investigated and rejected 
tubal sterilisation. 
'rhe groups undergoing surgery were well-infoµr.ed 
about reversal, as were the vasectomy wives. Nobody knew 
much about hysterectomy, although the vasectomy wives knew 
more than any of the other groups. On the other hand, 
almost everybody knew what male castration was, while 
only the men knew anything much about female castration. 
On the whole it appears from these results that 
the general level of knowledge about sexual physiology is 
fairly low. Furthermore, the vasectomy couples are 
much better equipped to make a knowledge-based decision 
about sterilisation than are the tubal sterilisation 
couples. 
4,8 Choice of Sterilisation 
Figure 8 shows on the same scale the frequency 
distribution of "Very Important" and "Somewhat Important" 
for each proposed reason for choosing sterilisation. All 
groups were similarly concerned with reason #4: the 
importance of contraception's not interfering with sexual 
pleasure. The tubal sterilisation groups were more likely 
than the vasectomy groups to consider reason #10: the 
TABLE SA Choice of Sterilisation 
Frequency of 
"Most Important" 
Reason Questionnaire Item Tubal 
Vasectomy Sterilisation 
Men I W~ves Husbands! Women 
/. I want a permanent contraception...... 2 
~- I want an effective contraception..... 3 
3, I want to enjoy sexual relations without 
fear of conception..................... 2 
q, I want a contraceptive that does not 
interfere with sexual pleasure 2 
(Male partner) doesn't want any more 
children . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . 5 
~-(Female partner)doesn't want any more 
children . . . . . . .. . . . . . . .. . . . . .. . . . . . . . . . . . . 2 
o'l. Our current method of contraception 
is unsatisfactory ....................... 1 
~-We are too old to have more children .... 0 
Additional children will put a great 
strain on our budget ..•....•.•..•....... 0 
/o.For health reasons, (female partner) 
should not have any more children ....... 0 
For health reasons, (female partner) 
cannot use other contraceptives......... 3 
5 
0 
0 
3 
2 
5 
2 
0 
0 
0 
1 
2 
2 
0 
0 
1 
1 
2 
0 
0 
7 
1 
1 
0 
1 
0 
0 
2 
3 
1 
2 
6 
0 
"Score"for Reasons 
Computed from 
Frecuencies 
Tubal 
Vasectomy Sterilisation 
Men -l Wives Husbands I Women 
29 
30 
27 
23 
28 
27 
16 
8 
7 
6 
9 
24 
25 
21 
21 
24 
22 
22 
7 
5 
5 
7 
15 
25 
17 
20 
17 
22 
20 
7 
4 
17 
16 
19 
19 
19 
19 
12 
18 
21 
9 
9 
20 
13 
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threat to the wife's health posed by further children, 
as "Very Important", although more of the vasectomy 
couples considered this reason to be "Somewhat Important" 
than did the tubal sterilisation couples. It also appears 
from Figure 8 that the couples are not always consistent, 
although the similarity between the responses of the 
vasectomy and tubal sterilisation groups does seem greater 
than any similarity between the two male or the two female 
groups. 
Table 8A summarises the patterns of selection of 
reasons in two different ways. Columns 1 through 4 indicate 
the frequency with which each of the eleven listed reasons 
was selected as "Most Important". (Nothing can be done with 
these data statistically, since the frequencies are so small, 
but they are tabulated because of their intrinsic interest). 
Columns 5 through 8 indicate the frequency "score" for each 
reason. Scores were computed by doubling the frequency 
in the "Very Important" column and adding it to the 
frequency in the "Somewhat Important" column for each reason. 
Scores are then arrived at independently of the data in 
colu.~ns l through 4, although no claim could be made for 
the statistical independence of these two summaries of the 
questionnaire responses. The scores were submitted to a 
chi-square analysis, and x2 = 39.18, with 30 degrees of 
freedom, indicating that the null hypothesis cannot be 
rejected, since the probability that it is true is greater 
than the customary a of 0.05 (0.10 <Pr, Ho True , < 0.20). 
TABLE BB: Individual and Couple Responses on the Originator of the Idea of Sterilisation 
Questionnaire Item Possible Vasectomv Tubal Sterilisation Responses Men ! wives Husbands I Women 
l. Whose idea was it initially for 
one of you to have a sterilisation 
procedure? mine 3 5 1 7 
spouse's 7 3 7 l 
both 5 6 5 3 
other 0 0 1 3 
2. How did you feel initially about 
voluntary sterilisation? I suggested 0 2 0 7 
spouse suggested 3 2 4 0 
3. Consistency in responses to l and 
2 above. Yes 8 8 8 11 
No 7 6 6 3 
4. Agreement between spouses as to 
the initiator of the idea. Yes 2 7 
No l 1 
Inconsistent 11 6 
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Although there are clear differences in these 
patterns of selection of reasons among the four groups, 
as there are in the graphical display of the raw frequencies 
in Figure B, with this sample size the differences are not 
large enough to achieve statistical significance, indicating 
that observed differences of this magnitude may have 
occurred by chance. In this sample, tubal sterilisati<;>n 
women were more concerned with the threat to their health 
posed by further children, and more concerned with the 
side effects or disadvantages of their current method of 
contraception than were the other groups. The vasectomy 
wives were more concerned with choosing a permanent method 
of contraception than were the other groups, and both male 
groups stressed the importance of effective contraception. 
These sample differences are interesting but no inferences 
can be drawn from them to the populations which they 
represent because of the failure of the overall x2 to 
achieve customary levels of statistical significance. 
Table SB shows questionnaire responses to items 
dealing with the oiginator of the idea of sterilisation. 
The two questions dealing with the "original reaction to 
the idea" were widely spaced in the questionnaires 
(p.3 and p.11 for the men, p.6 and p.13 for the women) 
and the responses to them are quite discrepant. The tubal 
sterilisation groups were much more consistent than the 
vasectomy groups, but even their consistency (both spouses 
consistent, 8 couples or 57.1%) is not terribly impressive, 
while the vasectomy groups had both spouses consistent 
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in only 3 cases (2J..4%), Under these circumstances, it is 
perhaps not surprising that the agreement between spouses 
was also quite low. In defence of the couples it may be 
well to point out that many responses indicated that both 
spouses originated the idea. It has already been noted 
that sterilisation is a fairly com.~on and acceptable 
notion in this study population, and accurate response to 
' 
items such as these may well be quite difficult. Due to 
the low couple agreement and high individual inconsistency 
as well as to the small frequencies of some responses, 
statistical analysis of the data of Table 8B was not 
attempted. 
4.9 Choice of Sterilisation Procedure 
Figure 9 shows on the same scale the frequency 
distribution of "Very Important" and "Somewhat Important" 
for each proposed reason for choosing between vasectomy and 
tubal sterilisation, once the decision to seek sterilisation 
had been made. Twenty-two reasons had been proposed 
because the author could discover no other study which 
had asked this specific question, but many which had 
provided possible answers to it, mostly anecdotal. It is 
clear from Figure 9 that reason #2, "the cost of the operation", 
was not important to the study population and it was there-
fore decided to drop this reason from analysis. The 
frequencies of choice of the later reasons are quite low, 
and it was also decided to collapse individual reasons 
into meaningful categories where necessary before 
cno~ce of ~rocedure 
Quest~onnaire Item 
f, The time needed to recover from th~ op.e•ati~n •.. 
:1.. Th~ cost oi the operat:..on .•••••.......... , , •••• 
.,] ,The risks associated with ~he opea~~or. ••••••••• 
!,/, {'1-!ale part.ner • s ;emotional feelings aDout t.he 
operation .............••...•••••••••••••..••••• 
5, (Female p<ltrt.ner' .s Jemct:ional feelings about 
the operat,,.on , ••.••••.••••.•••...••• , ••••••.• , • 
~,'the possib'..e effects of vasectomy en (Jr!Ale 
partner 'sf health •.•• , ••••••••.. , .••.•••••••.•... 
7 The possible effects of each type of female 
' surge.ry en (:fel'M!.le partner's )heal th •••.•• , ..••.• 
~ I want no :more children of my- ewn, even i:f t.hl-s 
'relationship dissolves: :cy partne!· is net sure •• 
r:J Mr partne: wants no mor~ children of (his/hez: }own, 
-,. fVen if thl.S relation$hip Cis$olves; I am not 
s..re .•..•• ,.,., ••••.. ,, •• , •. , ••••.•••••.••• , •... 
Woroen eventu~lly lose the capacity tc become 
lb· mothers as they grow older; it see.med more natural 
for{fe~~le P<lX'.~ner}to have the operation because 
it ""01.:.lC. just be has-ten;:.ng a n.et\lt'al e .. -ent •..••• 
li~I took responsibili~y for birth eor.trol 
¥P to this point in our relationship. 
we feel it is now my partner's turn, so 
lhe/shel decided to have the operation •••••••• 
l took responsi.bility for b~rth control 
up to this point in our relat~onship. 
We !ell it is now my pertner•s turn, 
so(he/she)decidee to hAVe the 
operation .•.••.••.•.•••••••....••••••••••• ,., •• 
We see the responsibility for birth control a& 
the rnar.'s, thertore Ima.le par+--neri decided to 
have tne operation ·····•••··••····•··········· 
Since \fen-.ale partner} bears the children we 
f.el that I female pan:te.r/ should have the 
operatior ...................................... , 
;~The ability to produce a ehild is more important 
to me th.an to my partnf!::t ••••••.••. ~ ~ ~ ••••.••• ~ 
/? The ability tc produce: a ehild is mo-;re impc~t 
to my pa.rtnu than to me ...................... . 
My partner is more likely to have a .seXl,l:al 
:relationship wit~ another person than ! am, 
therefore he decided to have the operation •••• 
1 want the freedom from fear of preqnancy to he 
available in any sexual relationships I might 
have, therefore ! decided to have the operation 
$ex is 11\0re important to #'i':f partner than to met 
ao he decided to have the operation ••••••••••• 
-:z. b. '!'he fear of pregnancy is more ilnportant to me 
than to my partner, so I decided to have the 
operation .••••.••..••••.•••••••••••••••••• , ••• 
,;4/.It 1$ important to t!'1e to have control of my own 
body, and I saw h~v~nq the oper•tion myself•• 
maintainl-ng that eo:r:/t:l'.'Ol .••.•••••••••••••••.••• 
"'.2~•!t is important to me to have control o! my own 
body, and l saw havin9 the operation myself a.s 
a threat to that control ••••• ~ ••••••••••.•..•.• 
' 
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statistical analysis was attempted. 
Table 9A suromarises the patterns of selection of 
reasons in the same ways as were used in Table 8A in the 
preceding section: columns 1-4 indicate the frequencies 
with which individual reasons were selected as "Most 
Important" and columns 5-8 indicate the frequency score 
C2x(frequency of "very important") + (frequency of "somewhat 
important.")J 
Before statistical analysis could be performed, 
reasons with very low frequencies of selection needed to be 
collapsed into meaningful categories. The rationale for 
the collapsing was as follows: firstly, reason #2 was 
dropped, as already noted. Reasons l and 3-7 had 
sufficiently high frequency scores, so they were retained. 
Reasons 8 and 9 were collapsed because they both involved 
selecting for surgery that partner who wanted no more 
children of his/her own. In the same way, reasons 11 and 12 
and 15 and l6 were collapsed. (Reasons 11 and 12 involved 
selecting for surgery that partner who had so far not 
contributed his/her share to the responsibility for birth 
control; reasons l5 and 16 involved selecting for surgery 
that partner who is less concerned about reproductive/sexual 
wholeness.). Three reasons suggested that, for psychological 
or physical reasons, surgery was more appropriately applied 
to women's bodies and three reasons suggested that, for the 
same types of reasons, surgery ought to be applied to men's 
bodies. These six reasons (10, 14 and 20 relating to 
TABLE 9B: 
Reason Category 
1. Recovery time 
2. Surgical risk 
3. ·Male emotions 
4. Female emotions 
s. Male health 
6. Femal health 
7. No more children 
s. Male,female bodies 
Contingency Table for Testing the Hypothesis 
H01 : that there are no overall differences a."ong the groups. 
Group 
Vasectomy Tubal Sterilisation 
Men I Wives Busoanas 1 Women 
Oi I El- I Oi l Ei Ol. I El- I 01 I Ei 
10 17 7 5 
9.4 9.5 9.0 ll.l 
16 11 11 5 
l0.4 10.5 9.9 12.2 
8 14 10 12 
10.6 10.7 10.2 12.5 
12 7 17 11 
U.3 ll.5 10.9 13.3 
0 14 e 5 
6.5 6.6 6.3 7.6 
16 19 4 6 
10.9 11.0 10.4 l2.7 
3 7 5 14 
7.0 7.1 6.7 8.2 
5 2 16 26 
lJ.8 12.0 11.3 13.9 
9. Share birth control 14 7 1 2 
5.8 5.8 5.6 6.8 
10.Sexual wholeness 0 0 6 6 
2.9 2.9 2.8 3.4 
11.Bodily control 14 l 9 23 
lJ.J 11.5 10.9 13.3 
Total 98 99 94 115 
Total 
39 
43 
44 
47 
27 
45 
29 
49 
24 
12 
47 
406 
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women's bodies and 13, J.7 and J.9 relating to men's bodies) 
were collapsed into one. Lastly, three reasons suggested 
that surgery is not appropriate for the partner who is 
concerned about the control of reproductive/sexual 
functions if he/she feels that that control is threatened 
by surgery; conversely, they suggested that surgery is 
appropriate for such a person if he/she feels that surgery 
enhances that control (J.8, 21 and 22). These also were 
collapsed into one. 
The collapsing resulted in the creation of eleven 
categories of reasons, corresponding to the following 
combinations of the original 22: 
Original numbers: J. 
2 
3 
Collapsed numbers: 
4(male 1 5 (fe.male) 
5 (male, 4 (female) 
6 
7 
8+9 
(lO+J.4+20)+(13+17+19) 
11+12 
J.5+16 
18+2l+22 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
The contingency table constructed from the eleven 
categories of reasons as selected by members of the four 
groups is Table 9B. x2 was computed as 135.94, with 
TABLE 9C: Contingency Tables for Testing the Hypotheses 
H0 '>: that the fe-TUale groups do not differ H,~: that the male groups do not differ 
Women 
Reason Category Vasectomy Tubal Total Sterilisation 
Ol. I Ei 01 I Ei 
1. Recovery time ,-d 5 22 
lO.l. ll.9 
2. Surgical Risk ll 5 16 
7.4 8.6 
3. Male emotions 14 12 26 
l2.0 14.0. 
4. Female emotions 7 ll 18 
8,J 9.7 
s. Male health 14 5 19 
8.8 10.2 
6. Female health 19 6 25 
ll.6 l3.4 
7. No more children 7 14 21 
Ii. 7 ll.3 
8. Male, female bodies 2 26 2S 
13.0 15.D 
9. Share birth control 7 2 9 
4.2 4.8 
10. Sexual wholeness 0 6 6 
2.8 3.2 
ll. Bodily control 1 23 24 
ll.l 12.!i 
Total 99 llS 214 
X2 • 71.37, df = 10, Pr < 0.001 
Men 
vasectomy Tu.val Total Reason Category Sterilisation 
Qi I Ei Ol. I Ei 
l. Recovery time lO 7 17 
8.7 8.3 
2. Surgical risk 16 11 27 
13.8 13.2 
3. Male emotions 8 10 18 
9.2 8.8 
4. Female emotions 12 17 29 
14.8 u.2 
s. Male health 0 a a 
4.1 J.9 
6. Female health 16 4 20 
io.2 9,8 
8. Male, female .bodies s 16 21 
l0.7 10.3 
9. Share birth control 14 1 15 
7.7 7.3 
7,10.Reproduction wanted 3 ll 14 
7~1 6.9 
ll. Bodily control l4 9 23 
ll.7 lJ.3 
Total 98 94 192 
x' = 40.16, df = 9, Pr < 0.001 
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30 degrees of freedom, indicating that the null hypothesis 
may be rejected, since the probability that it is true 
is very small (Pr, Ho true, < 0. 001 L 
The differences among the patterns of choice of 
reasons for the different groups are therefore statistically 
significant. Since the overall chi-square was sianificant, 
~ . 
it was appropriate to proceed further with the analysis, 
this time asking whether or not the two male groups and the 
two female groups differed from each other in their 
selection of reasons. 
When the two new contingency tables to perform 
these analyses were constructed, the male table contained 
six cells where the expected frequencies were smaller than 
5.0. Since there were 22 cells in the table, this resulted 
in 2\ or 27. 3% of cells with very small expected 
frequencies, necessitating further collapse of the reason 
categories. Collapse of categories 7 and 10 produced a 
new category concerning "surgery is appropriate for that 
partner who cares less about reproductive/sexual wholeness 
or wants to have no more children of his/her own", and it 
was considered that this new category was also meaningful, 
so analysis was performed on the two contingency tables 
presented in Table 9C. (No further collapsing was performed 
on the female data, since expected frequencies satisfied 
the chi-square assumptions.). 
The two chi-square analyses both produced 
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statistically significant results (for the women, x2 = 71.37, 
df = 10, Pr < 0.001, and for the men, x2 = 40.16, df = 9 1 
Pr < 0.001) so both null hypotheses may be rejected. The 
wives of the vasectomy men differed significantly from 
the tubal sterilisation women in their choice of reasons 
considered, and the vasectomy men differed significantly 
from the husbands of the tubal sterilisation women in their 
choice of reasons considered as well. 
Further examination of the patterns of choice 
of reasons revealed that there were five of the eleven 
reason categories which seemed to show the clearest group 
differences in the overall analysis: categories 5, 6, 8, 9 
and 11. Differences in categories 5 and 6, relating to 
the possible health hazards posed by vasectomy and tubal 
sterilisation respectively, are perhaps not surprising, 
considering that the groups had chosen one or other of 
these surgeries. The vasectomy groups were more concerned 
about the adverse effects of tubal sterilisation on women 
than were the tubal sterilisation groups, but the vasectomy 
wives, the group most well informed about the physiological 
effects of the procedures (see section 4. 7) were also extremely 
concerned about the possible adverse effects of vasectomy 
on their husbands' health. (The fact that no vasectomy 
man indicated concern about the possible effects of the 
surgery on his health could have been due to dissonance 
reduction, or concentrating on the positive aspects of 
the surgery and minimising the negative. Researchers in 
the area have frequently proposed this hypothesis to 
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account for the behaviour of vasectomised men.) 
An examination of the patterns of choice of 
reasons in the female and male groups separately reveals 
that it was the men who differed most on reason categories 
*5 and #6, perhaps suggesting that they placed more 
importance on the risk factor than did the women. 
The most interesting differences among the groups 
involve the other three reason categories. With respect 
to reason category #8, the tubal sterilisation groups were 
much more likely than the vasectomy groups to subscribe 
to the notion that, for physical or psychological reasons, 
surgery "ought" to be done to one sex rather than the other, 
specifically, to women rather than to men. The tubal 
sterilisation groups appear to believe that woman's 
physiology or psychology controls her destiny in some way, 
an idea infrequently expressed by the more "modern" vasectomy 
groups. 
Again referring to the female and male data 
separately, 1.t can be seen that it is the women who differ 
more on category !8, hence it would seem that tubal 
sterilisation women are less "liberated" than vasectomy 
wives. 
With respect to reason category #9, the vasectomy 
groups, particularly the men, felt that both partners 
should share responsibility for birth control, whereas the 
TABLE 9D: Consideration of the Sterilisation Decision 
"·· 
Vasectomy Tubal Agreement Vasectomy Tubal Questionnaire Item Possible Responses Sterilisation between spouses Sterilisation 
Menf Wives HusbandslvUves 
1. In general, how are Husband,all,most 2 0 0 0 Agreement:Yes 10 10 
1.:ajor decisions made? Wife,all, most 0 1 0 0 Almost 3 4 
Half and half 2 1 4 0 No 1 0 
Made together 10 12 10 14 
2. Who made the final Husband 4 5 0 1 Agreement:Yes 8 9 
decision about the Wife l l 9 7 No 6 5 
type of sterilisation Together 9 8 5 6 
procedure? 
3. Consistency between Yes 12 9 8 6 
responses to 1 and No 2 5 6 8 
2 above. 
4. Did you and your spouse Yes, seriously 6 2 7 5 Agreement:Yes 6 5 
consider the alternative Yes, briefly 6 9 4 5 Almost 7 2 
procedures? No 2 3 3 4 No 1 7 
5. How long have you been 1-6 months 4 2 6 6 Agreement:Yes 5 6 
considering this 7-12 months 3 2 5 2 Almost 5 4 
decision? 1-2 years 3 6 2 2 No 4 4 
2+ years 5 4 1 4 
6. Total, Agreement Yes 29 30 
between spouses Almost 15 10 
No 12 16 
tubal sterilisation groups did not. 
Reason category #11 demonstrates results again 
predictable from group membership: those people who had 
undergone surgery reported considering that it enhanced 
their control over their reproductive/sexual functions. 
A considerable minority of tubal sterilisation husbands, 
but not of vasectomy wives, felt that their control over 
these functions would have been threatened if they had 
submitted to the surgery. 
At the end of section 4.2, two hypotheses were 
proposed to account for the much greater frequency of 
obstetric difficulty in the tubal sterilisation group. 
One was that such an obstetric history would tend to 
encourage a woman to seek sterilisation in order to protect 
herself with a safe and permanent contraceptive method. The 
fact that tubal sterilisation women seem to be seeking 
control over their reproductive and sexual functions by 
submitting to the surgery lends some support to this 
hypothesis. 
Table 9D presents some data on the couples' 
consideration of the sterilisation decision and an added 
question on decision-making in the relationship in general. 
All the couples reported that decision-making within their 
marriages is a shared procedure, and agreement between 
spouses on this item was very high in all groups. When 
it comes to the sterilisation decision, however, two-thirds 
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of the tubal sterilisation couples reported that the wife 
alone chose the tubal sterilisation procedure, while only 
one-third of the vasectomy couples reported that the 
husband alone chose the vasectomy procedure. Agreement 
between spouses on this item was almost as high as on the 
previous one. Obviously, however, the vasectomy couples 
were much more likely to respond consistently to these, 
two items. 
Most individual responses indicated that people 
had at least briefly considered the alternative procedure, 
but here the level of inter spouse agreement is very 
different: only one of the fourteen vasectomy couples, compared 
to half of the.tubal sterilisation couples, flatly 
contradicted each other. This would suggest that among 
the vasectomy couples the possibili.ty of choosing tubal 
sterilisation instead was discussed, so that each spouse 
knew how the other felt about it, whereas it seems likely 
that tubal sterilisation couples did not discuss the 
possibility of vasectomy: perhaps the husbands thought 
about it and rejected it without telling their wives and 
the women thought about proposing it to their husbands and 
then changed their minds, leaving each in the dark about 
what was going on for the other. Irrespective of the 
mechanism, which must remain speculative, the fact is that, 
in this decision at least, tubal sterilisation couples were 
not sufficiently well informed about each other's views 
for couple decision··making to be successful. 
!~puts to the !X:CLSion: Readingt Discussion and Consultation 
Questionnaire ltem 
l. Rave yo~ discussed 
sterilisation with 
physicians? 
2. Whera have you read about 
sterilisa:ticn? 
3. Which type of sterili$aticn 
have you read about? 
4. Did your reading influence 
your choice of procedu~e? 
5. Wit:h whom have you 
diseussed sterilisation? 
6. Had any of those with 
whoc you discussed 
sterilisa~ion been 
sterilised t:iemselves? 
7. Who was ~cns~l~ed or 
invclved ie your 
deci•ion to sEek 
sterilisat,;.on? 
a. Did anyone encourage er 
discoi.u:aqe your interest 
in sterilisation or try 
tc persuade you to use 
one procedure or ~h~ 
other? 
?espcr.se .::::oding 
YH 
One spOUlile only 
No 
(Several sources) 
Newspaper 
Magatine 
Med.ical journal 
Fa.ltlily Planning pa.""Cphlets 
No reading 
vaseetomy 
Tubal st•ril!saticn 
Both 
ttyst•reetomy 
All 
None 
Couples 
Same-sex frien~s 
Hal! and half 
Opposite·s~ friends 
Friends of both s~xes 
No d.iSOUIUiion 
Ste:!:'ilised men 
Women, s~erili$ed husbands 
Ster!lis.C women 
Men. sterilised wives 
Ne steril~sed pttaple 
Spouse 
l\elatives 
Friends 
Doctors 
{More than one} 
Nobody 
Some encourage-0 sterilisation 
Some discouraged sterilisation 
Scme encoura9ed vasectomy 
Some discouraged vasectomy 
some enco~ra9ed T.S. 
Some discouraged T.S. 
More than one 
Nobody encou.ra9ed or discouraged 
s 
0 
lo 
(S) 
s 
7 
3 
lO 
2 
4 
0 
3 
0 
• 2 
' 2 
7 
s 
7 
0 
1 
l 
1 
10 
' 1 
2 
3 
12 
0 
3 
0 
(3) 
3 
l 
l 
0 
1 
Q 
0 
0 
l2 
10 
0 
' (4) 
2 
4 
4 
• 2 
3 
0 
• 0 
3 
2 
7 
0 
s 
3 
s 
3 
0 
l 
2 
7 
6 
3 
3 
2 
lo 
2 
s 
' m 
0 
0 
1 
3 
0 
0 
2 
2 
10 
Tubal 
Sterilisation 
6 
l 
7 
CD 
' 6 2 
l 
s 
0 
0 
s 
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1 
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l 
2 
• 
2 
1 
l 
Q 
0 
a 
6 
2 
3 
' 0 
• 2 
4 
a 
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4 
3 
0 
3 
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• Q 
3 
6 
10 
0 
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(S) 
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l 
3 
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l 
1 
2 
0 
3 
7 
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1 
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2 
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0 
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2 
1.2 
0 
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l 
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2 
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Inter-spouse agreement was again fairly low 
on the question of how long people had been considering 
sterilisation, with almost a third of both groups 
differing by two categories (eg. husband saying 1-6 
months, wife saying 1-2 years or vice versa) . This 
indicates that, before sterilisation is discussed between 
the spouses, there is probably a period when one or both 
is considering the idea. Since the willingness to accept 
the surgery oneself is an intensely personal matter, maybe 
people spend some time struggling with this issue before 
beginning to discuss it with their spouses. 
Table 9E presents data on inputs to the 
decision concerning choice of procedure, including 
responses to items about seeking medical advice and 
reading, as well as discussing sterilisation with 
friends and others. It shows that a woman is much 
more likely to discuss sterilisation with doctors 
than is a man, even when it is her husband and not 
herself who is to be sterilised. This is probably 
because most women discuss their birth control options 
with doctors, and, when it is under consideration, it 
would be natural to discuss sterilisation as well. 
The vasectomy groups, particularly the men, are 
more likely to report having read about sterilisation, with 
the tubal sterilisation women being the least likely to 
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report reading on this topic (50% of them reported doing 
no reading about sterilisation). A few people in the 
vasectomy groups reported reading only about vasectomy, 
but most read about both forms of sterilisation and some 
read about hysterectomy as well. About half of the 
vasectomy groups said that their reading influenced their 
choice of procedure, while less than one quarter of th~ 
readers in the tubal sterilisation groups reported their 
reading as influencing the decision. 
Table 9E also shows that all groups except tubal 
sterilisation husbands reported discussing sterilisation 
with freinds and acquaintances, with same-sex friends 
being the most popular discussants. All groups also 
reported seeking mainly sterilised people or their spouses 
for this discussion. All groups reported talking to a 
fair proportion of sterilised men and some women with 
sterilised husbands, but only tubal sterilisation women 
reported talking to a majority of sterilised women. 
In all groups except tubal sterilisation husbands, 
the majority reported that their spouse was "consulted or 
involved" in the decision to seek sterilisation. The spouse 
who did not submit to the surgery was more likely to report that 
the doctor was involved in the decision than was the spouse 
who submitted to the surgery. It seems likely that the 
sterilised spouse saw the doctor as implementing the decision 
rather than as actively involved in making it. About a 
quarter of each male group said that nobody was consulted 
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or involved in the decision. 
About three-quarters of the vasectomy groups 
reported that nobody encouraged or discouraged them in 
their consideration of sterilisation, and almost half of 
the tubal sterilisation groups said likewise. The tubal 
sterilisation groups reported that various individuals 
had encouraged them to seek sterilisation, to seek tubal 
sterilisation, and a few had even been encouraged to seek 
vasectomy. They reported no instances of being discouraged, 
while those of the vasectomy groups who did report receiving 
this kind of input were more likely to report discouragement 
than encouragement. 
The overall impression from the data of Table 
9E is that vasectomy groups read and use their reading 
in their decision, while tubal sterilisation groups seek 
others to support Cencourage) their decision. There is some 
evidence that tubal sterilisation husbands are less involved 
in the decision than the other groups: more than half of 
them report not discussing sterilisation, about a third 
of them report not reading about sterilisation, and more 
than half of them see the doctor as involved in the 
decision-making. Vasectomy wives do not seem "detached" 
from the decision-making process in any of these ways. 
At the end of Section 4.2 it was suggested that 
tubal sterilisation women, who were more likely to have 
had difficult obstetric histories, might be more likely 
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to be under a gynaecologist's care. Data in this 
section suggest that this was not the case: tubal 
sterilisation women were no more likely than vasectomy 
wives to have discussed sterilisation with a doctor, 
and they were also no more likely than vasectomy wives 
to report that a doctor had been "consulted or involved" 
in the decision to seek sterilisation. 
This, of course, is not to say anything about 
the rate of doctors' recommendations of sterilisation. 
Here it is only possible to report respondents' perceptions 
of their doctors' recommendations, and these are presented 
below, in Table 9F. It is indeed unfortunate that the 
TABLE 9F 
Physician Reconunendation by Group 
Vasectomy Tubal Physician's Recommendation Sterilisation 
Men !Wives Husbands! Women 
Physician made no 
recommendation 2 3 3 3 
Physician recommended 
tubal sterilisation 0 0 2 6 
Physician recommended 
vasectomy 3 6 1 1 
Did not consult physician 10 5 8 4 
overall proportion of pecple consulting physicians was too 
low to permit statistical analysis, because the observed 
differences appear very interesting. A brief examination 
of these differences follows. 
Both groups of men report that about half of the 
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the physicians consulted made no recoro.~endation, while 
only about a third of women report that the physicians 
they consulted made no recommendation. Taking the data 
to face value, it could be that physicians are more 
likely to make recommendations to female patients than 
they are to male. On the other hand, it could be that 
physicians prefer to make recommendations only when asked 
to, and that women patients are more likely to ask for a 
recommendation than are men. Alternatively, it could be 
that women patients endow their doctors' remarks with 
more power than do men patients, and perceive as 
recommendations what men patients perceive as suggestions, 
or even remarks. An additional question as to whether 
a recommendation was sought or expected would help to 
elucidate this matter, but only questioning the physicians 
themselves, which was outside the scope of this study, 
would enable all the above hypotheses to be discussed. 
The partner who submitted to the surgery reported 
that sixty percent of the doctors consulted had recommended 
the surgery which was eventually chosen. It seems likely 
that it would be easier to submit to surgery with a doctor's 
recommendation than without, and perhaps this is the most 
prudent interpretation of the data. Both spouses of 
one couple who chose tubal sterilisation reported that 
their physician(s) had recommended vasectomy instead, 
while no vasectomy couples reported receiving recommendations 
for tubal sterilisation. Although proceeding against 
doctors' recommendations seems rare, it clearly does 
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occur. The partner who did not submit to the surgery 
reported doctors' recommendations consistent with those 
reported by his/her spouse. 
Five of the six tubal sterilisation women who 
reported that their doctors had recommended the surgery 
had encountered obstetric difficulties, as broadly 
defined in Section 4.2. Three had miscarried, while 
two had had unwanted pregnancies. One of these two had 
given up one of her children, conceived out of wedlock, 
for adoption, while one child of the other woman had 
died of lung disease three days after its premature birth. 
Among those tubal sterilisation women not reporting that 
their doctors had recommended the surgery, four of eight 
had experienced obstetric difficulties as defined here. 
It seems quite likely, then, that the experience of a 
difficult obstetric history is likely to be followed 
by a medical recommendation for tubal sterilisation. 
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5. DISCUSSION 
Couples seeking vasectomy differed from couples 
seeking tubal sterilisation in many ways, and, in this 
section, each point of difference will be examined from 
two points of view: firstly, its relationship to findings 
reported by other investigators, as discussed in the 
literature review, and secondly, its likely contribution 
to the manner or to the results of the decision to choose 
one procedure or the other. 
The ages and parities found in this study 
(Sections 4.1 and 4.2) for couples seeking vasectomy and 
tubal sterilisation are consistent with the findings 
of national surveys in the U.S. and New Zealand, and with 
demographic studies reported in Australia (see Ford, 1978, 
Kirkwood et al, 1979 and Young and Ware, 1979). Couples 
were generally in their early-to-mid thirties and about 
half had had two children. 
However, the tubal sterilisation couples in this 
study reported wanting more children at the time of 
marriage than the vasectomy couples, and, indeed, they 
reported wanting more children than they eventually had 
(Section 4.3). However, they were also more likely to have 
had difficulties with planning their pregnancies and 
with childbirth in general (Section 4.2), and those who 
consulted physicians about sterilisation were more likely 
to report that the physicians consulted had recommended 
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tubal sterilisation (Section 4.9). 
It seems likely, then, that at least from the 
beginning of their marriages, vasectomy couples were 
likely to want small families, to plan few pregnacies, 
and to have families whose sizes were consonant with 
their desires and plans. Tubal sterilisation couples. 
on the other hand, were likely not to want small families 
at the time of marriage, and to be less successful in 
planning their pregnancies and more likely to experience 
difficulties with pregnancy and childbirth. Perhaps due 
to a desire to protect themselves against further unplanned 
pregnancies or further obstetric difficulties, or perhaps 
because their doctors recommended tubal sterilisation to 
them, tubal sterilisation couples chose this method of 
sterilisation, in at least some cases at a time when they 
had fewer children than they had originally wanted. For 
them, having a family was less likely to be a rationally 
discussed and planned experience than it was for the 
vasectomy couples. 
Couples choosing vasectomy were better educated 
than were couples choosing tubal sterilisation, and in 
this respect were more similar to American couples choosing 
vasectomy than to vasectomy-users in the U.K. In fact 
both partners of couples choosing vasectomy in this study 
were twice as likely to possess teriary qualifications as 
other couples in the A.C.T., and, while the husbands of 
women choosing tubal sterilisation were about as likely to 
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possess tertiary qualifications as other men in the 
A.C.T., their wives were less well educated than other 
women in the A.C.T. 
Since the wife's educational level is an 
indicator of a couple's socioeconomic status, vasectomy 
couples in this study were more likely to come from the 
higher socioeconomic classes, and tubal sterilisation 
couples were more likely to come from the lower socio-
. economic classes, which again ±s remi;iiscent of the situation 
in the U.S., rather than that in the U.K. 
Leavesley {1980) reported that men choosing 
vasectomy differed from other men, and from their own 
wives, in being less likely to espouse traditional values. 
These findings are supported to some degree by some of 
the findings of the present study. Firstly, vasectomy 
couples were less likely than tubal sterilisation couples, 
and less likely than other couples in the A.C.T.,to 
profess to be members of religious denominations (Section 
4.1),but the observed differences did not attain statistical 
significance. Secondly, vasectomy couples were more likely 
to favour population limitation than were tubal 
sterilisation couples {Section 4.6), but again the 
difference did not attain statistical significance. Thirdly, 
vasectomy couples were more likely than tubal sterilisation 
couples to report sharing activities and household chores 
(Section 4. 5), but again the difference did not attain 
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statistical significance. 
In this study the educational differences are 
quite clear-cut but the "traditional values« differences 
are much less so. It could be that traditional values are 
fairly widely held by all educational levels in the A.C.T.; 
it could also be that an instrument designed specifically 
to assess differences in self-concept, such as that 
used by Leavesley, is more likely to reveal clear-cut 
differences than responses to the topic areas reported 
here, which are only inferentially related to the value-
systems of the individuals in question. For whatever 
reasons, Leavesley's findings are leant some support by 
these results, and the degree of that support could only 
be assessed with confidence by a replication of Leavesley's 
study in the A.C.T. 
When examined on their knowledge of the physio-
logical effects of the procedures (Section 4.7}, vasectomy 
couples in this study were better informed than were tubal 
sterilisation couples, even with the effect of educational 
level statistically controlled. Hence vasectomy couples 
were in a better position to make a knowledge-based 
decision on steriliation than were tubal sterilisation 
couples. Since their responses to the questions on family 
formation suggested that vasectomy couples had planned 
their families successfully, and since they clearly had 
a better knowledge-base upon which to make their sterilisation 
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decision, it seems likely that for vasectomy couples 
this decision would be rationally based. The author found 
no other study where the physiological knowledge of 
couples choosing sterilisation was examined, so this 
finding cannot be directly related to those of other 
investigators, 
The reasons given for choosing sterilisation 
by vasectomy and tubal sterilisation couples did not 
differ statistically, although the tubal sterilisation 
women appeared to be more concerned than the wives of the 
vasectomy men with the threat to their health posed by 
further children, and with the disadvantages attaching 
to non-permanent contraceptive methods. Similar findings 
have been reported by other investigators: Mccann and 
Ferguson (1978) found that English women choosing tubal 
sterilisation were very dissatisfied with non-permanennt 
contraception, and Reading et al (1980) reported that 
English women appear to choose tubal sterilisation due to 
a lack of acceptable alternatives. Clark et al {1979) also 
found that health concerns were significantly more 
frequently quoted as a reason for choosing sterilisation 
by the husbands of sterilised American women, and, to a 
lesser extent, by the women themselves. 
These findings are quite consistent with the 
greater likelihood of obstetric difficulties experienced 
by women in the tubal sterilisation group (Section 4.2), 
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and with the higher frequency of reported doctors' 
recommendations of tubal sterilisation among the tubal 
sterilisation women. However, in this study, the observed 
differences in reasons for seeking sterilisation fail to 
attain statistical significance. 
Study couples did give different reasons for 
choosing the sterilisation procedure, however, and in this 
case the differences were statistically reliable. Health 
effects were again prominent among reasons whose frequencies 
differed between the groups, but here the long-term 
effects of the surgical procedures on health concerned 
the groups differently. The vasectomy wives, whose 
knowledge about the psychological effects of the procedures 
was the best, were more concerned than the tubal 
sterilisation women about the possible adverse effects of 
tubal sterilisation, and the tubal sterilisation husbands 
were more concerned than the vasectomy men about the 
possible adverse effects of vasectomy. It seems likely 
that the partner submitting to the surgery is motivated 
to de-emphasise its negative aspects, as suggested by 
other investigators (eg. Reading et al, 1980, who also 
reported this finding). 
This interpretation is supported by the fact 
that study couples also differed on reason category #11: 
individuals who had undergone surgery reported that it 
enhanced their control over their reproductive/sexual 
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functions. Furthermore, those who sumbitted to the 
surgery were also more likely to report expecting the 
surgery to produce positive effects on their sexual 
activities and enjoyment, {_Section 4.4) suggesting that 
individuals submitting to the surgery are likely both 
to de-emphasise its negative aspects and to emphasise 
its positive aspects. 
Study couples also differed in the proportions 
reporting that, for physical or psychological reasons, 
surgery "ought" to be performed on women rather than 
on men. It was not surprising that the less well 
educated, more conservative and traditional tubal 
sterilisation women were more.likely to hold this view 
than the vasectomy wives. {The male groups differed on 
this category,also, in the same direction as their wives, 
but the differences were much less marked.). This type of 
reason has not been considered by other authors. 
A further difference between study couples 
involves their attitudes to birth control: vasectomy 
couples felt that it should be a shared responsibility 
whereas tubal sterilisation couples did not. This finding 
has also been reported by Reading et al (1980). A related 
factor is that tubal sterilisation couples were twice as 
likely as vasectomy couples to report that the partner 
undergoing the surgery alone chose the procedure. In 
a similar vein, Reading and his colleagues reported 
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that English women choosing tubal sterilisation were much 
more likely than vasectomy men or their wives to report 
that the decision was unilateral. More forcefully, 
however, this.result is brought home by the results of 
the sampling for this study, reported in Section 4.0. 
Of the 20 tubal sterilisation women referred to the 
author, six were interviewed alone because they considered 
, 
that their husband's contribution to the decision was at 
the most support for what they wanted to do. No vasectomy 
wife preferred not to be interviewed. 
Furthermore, tubal sterilisation husbands who 
were interviewed appeared to be less involved in the 
decision than the other groups: they were less likely to 
report discussing and reading about sterilisation, and 
most ready of all the groups to see the doctor as 
a participant in the decision process. Similar results 
have been reported in the American study by Clark and. 
her colleagues. They suggest that in tubal sterilisation 
couples the husband opts out of the decision process, 
leaving the wife to select tubal sterilisation by default. 
Available methods of contraception are neither 
completely safe nor completely benign in their effects 
on sexual relationships. Consequently when couples have 
completed childbearing a more permanent and safe, and 
less intrusive method of contraception is needed. If 
fa.~ily planning is accepted as a joint responsibility, 
vasectomy is the obvious choice from methods currently 
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available. However, ignorance about vasectomy and 
its physiological effects is widespread, even among 
well-educated men, and many men refuse to consider it. 
A woman married to such a man may well choose tubal 
sterilisation as the safest method available to her. 
It seems likely that failures or problems with non-
permanent contraception will increase the likelihood 
of acceptance of tubal sterilisation in such cases, as 
will a history of obstetric problems. 
APPENDIX 6.1 
VOLUNTARY STERILIZATION QUESTIONNAIRE 
FOR MALES 
What is your age? 
What kind of work do you do, that is, what is your job called? 
What is the last year of school you completed? 
What is your religious preference? 
Have you been married previously? 1. Yes 2. No 
If yes, what were the dates of your previous marriage? 
In what month and year did you marry your present spouse? 
Month------ Year 
At the time you got married, how many children did you think you wanted 
to have? 
How important to you was having this number of children? (Please circle 
your response.) 
l. Very important 
2. Somewhat important 
3, Not at all important 
4. Hadn't even thought about number wanted 
Has your idea about the number of children you wanted changed over the 
years? 
1. Yes, I gradually came to feel that I wanted fewer children 
2. Yes, I gradually came to feel that I wanted more children 
3. No, I became more certain that the original number was right 
for me 
4. No, I have not recently given it much thought 
Regarding the sex composition of your family, when you married would you 
say 
l. It W<lS important to have all boys 
2. It was important to have all girls 
3. It was important to have at least one child of each sex 
4. The sex of the children was not important 
When you got married, how many children do you think your wife wanted to 
have? 
Did you and your wife discuss the nlll:lbar of children you wanted to have 
at the time that you got married? 
l. Yes, quite extensively 
2. Yes, somewhat 
3. Yes, br:!.efly 
4. No 
5. Don't remember whether we did or not 
How many children do you and your wife have? 
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Do you have any children by a previous marriage? 
If yes, how many? 
Are you close to those children now? 
Yes No 
If no, do you miss the closeness? 
yes, very much 
yes, somewhat 
yea, but my present family makes up for what I miss 
no, not very much 
no, I never felt very close to them 
Does your wife have any children by a previous marriage? 
If yes, how many? 
Other than those listed above, how many adopted children do you and your wife 
have? 
At the time your last 
additional children? 
child was born, did you think that you would like to have 
1. Yes 2. No 
If yes, how many? 
At the time your last 
additional children? 
child was born, do you think your wife wanted one or more 
1. Yes 2, No 3. Don't know 
If yes, how many? 
What types of contraception have you or your wife used since you have been 
married? (Circle as many as are appropriate.) 
o. None 3. Condom (wbber) 6. IUD (loop, coil) 
1. Withdrawal 4. Foam or jelly 7. Birth control pill 
2. Rhythm 5. Diaphragm 8. Abstinence 
What type of contraception are you or your wife presently using? 
o. None 3. Condom (rubber) 6. IUD (loop, coil) 
1. Withdrawal 4. Foam or jelly 7. Birth control pill 
2. Rhythm 5. Diaphragm 8. Abstinence 
What type of sterilization procedure have you decided upon? 
1. Tubal ligation 2, Hysterectomy 3. Vasectomy 
4. Have not made final decision 
Did you and your wife consider the alternative sterilization procedures? 
1. No, did not consider them 
2, Yes, but only briefly 
3. Yes, quite seriously 
If yes, which alternative sterilization procedures did you consider? 
1. Tubal ligation 2. Hysterectomy 3. Vasectomy 
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Do you feel that the sex of your last child influenced your decision to seek 
voluntary sterilization? 1. Yes 2. No 
If yes, in what ways? 
Whose idea was it initially for one of you to have a sterilization procedure? 
1. Mine 2. My wife's 3. Someone else (please specify) 
Who made the final decision regarding the type of sterilization procedure to be 
done? 
How 
Have 
1. I did 2. My wife did 3. We did together 
long have you been considering having some type of voluntary sterilization? 
1. Less than 1 month 3. 7-12 months 5. More than 2 years 
2. 1-6 months 4. 1-2 years 
you read anything about voluntary sterilization? 1. Yes 2. No 
If yes, where 
1. Newspaper 3. Scientific or medical journal 
2. Popular magazine 4. Other (please specify) 
If yes, what types of sterilization have you read about? 
1. Tubal ligation 2. Hysterectomy 3. Vasectomy 
Do you think that anything you read specifically influenced you 
to go ahead with the procedure you have chosen? 
Do you have any strong negative feelings about any 
procedures?-----
1. Yes 2. No 
of the sterilization 
Do you think that anything you read specifically influenced you 
to reject one of the other procedures? 1. Yes 2. No 
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Below are some reasons people give for desiring voluntary sterilization, 
Please place a check in the box to indicate whether each of these reasons were 
very important, somewhat important, or not important in your decision to seek 
voluntary sterilization; 
I want a permanent contraception 
I want an effective contraception 
I want to enjoy sexual relations 
without fear of conception 
I want a contraceptive that does 
not interfere with sexual pleasure 
I don't want any more children 
My wife doesn't want any more 
children 
Our current method of contraception 
is unsatisfactory 
We are too old to have more children 
Additional children will put a great 
strain on our budget 
For health reasons, my wife should not 
have any more children 
For health reasons, my wife cannot 
use other contraceptives 
For health reasons, my wife needs this 
particular operation 
If you checked very important to any 
of the questions regarding health, 
please explain: 
Other (please indicate) 
I Very Somewhat Not 
Imnortant Important Imnortant 
, 
What do you feel is the ~ important reason why you desire voluntary steri-
lization? (Please circle the single most important reason listed above,) 
TL: 
V: 
TL: 
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When you were deciding which sterilization procedure you would use, which of the 
following factors played a part in your decision: 
I Very Somewhat Not 
Important Imnortant Irnoortant 
The time needed to recover from the 
operation 
The cost of the operation 
The risks associated with the 
operation 
~ emotional feelings about the 
operation 
~partner's emotional feelings about 
the operation 
The possible effects of vasectomy on 
my health 
The possible effects of each type of 
female surgery on my partner's health 
I want no more children of my own, 
even if this relationship dissolves; 
my partner is not sure 
My partner wants no more children of 
her own, even if this relationship 
dissolves; I am not sure 
Women eventually lose the capacity to 
become mothers as they grow older; it 
seemed more natural for my partner to 
have the operation because it would 
just be hastening a natural event 
~ partner took responsibility for 
birth control up to this point in 
our relationship. We feel that it 
is now my turn, so I decided to have 
the operation 
I took responsibility for birth control 
up to this point in our relationship. 
We feel it is now my partner's turn, so 
she decided to have the operation 
V: 
TL: 
V: 
V: 
V: 
TL: 
VI: 
TL: 
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Very Somewhat Not 
Imnortant Imnortant· Imnortant 
We see the responsibility for birth 
control as the man's, therefore I 
decided to have the operation 
. 
Since my partner bears the children 
we feel that my partner should have 
the operation 
The ability to produce a child is 
more important to me than to my , 
partner 
The ability to produce a child is 
more important to my partner than 
to me 
I am more likely to have a sexual 
relationship with another person 
than my partner is, therefore I 
decided to have the operation 
I want the freedom from fear of 
pregnancy to be available in any 
sexual relationships I might have, 
therefore I decided to have the 
operation 
Sex is more important to me than to 
my partner, so I decided to have the 
operation 
The fear of pregnancy is more impor-
tant to my partner than to me, so she 
decided to have the operation 
It is important to me to have control 
of my own body, and I saw having the 
operation myself as maintaining that 
control 
It is important to me to have control 
of my own body, and I saw having the 
operation myself as a threat to that 
control 
What do you feel is the most important factor in influencing your choice 
of procedure? 
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Prior to the pre-operative briefing, had you discussed voluntary sterilization 
with a physician or other medical personnel? 1. Yes 2. No 
If yes, what types of voluntary sterilization did he/she tell 
you about? 
1. Tubal ligation 2. Hysterectomy 3. Vasectomy 
If yes, what type of voluntary sterilization did he/she recommend? 
l, Tubal ligation 2. Hysterectomy 3. Vasectomy 
Other than your spouse, how many men and how many women did 
---- ----
you discuss voluntary sterilization with? 
Of the males with whom you discussed voluntary sterilization, how many have had 
vasectomies themselves? How many of their wives have had a female 
operation? 
Of the females with whom you discussed voluntary sterilization, how many have 
had a female operation themselves? How many of their husbands have 
had a vasectomy? 
Did you and your spouse discuss voluntary sterilization with other couples or 
would you say you discussed this 011ly with male friends1 
l. Other couples 2. 
About half and half 
Primarily with other couples 
3. 4. Primarily with male friends 
5. Only with male friends 
Below is a list of persons who may have been consulted or involved in your 
decision to seek voluntary sterilization. Please indicate if they were in-
volved. Check as many as necessary 
l. Spouse 
2. Parents or Inlaws 
3. Other Relatives 
4. Friends 
5. Acquaintances 
6. Clergyman, Priest 
7. Medical Personnel 
8. Other (please specify) 
Who has encouraged you to seek some form of voluntary sterilization? 
Who has encouraged your wife to seek a female operation? 
Who has encouraged you to seek a vasectomy? 
Who has tried to discourage you from seeking voluntary sterilization? 
-106-
Who has tried to discourage your wife from getting a female procedure but 
encouraged you to get a vasectomy instead? Who has tried to dis-
courage you from getting a vasectomy but has encouraged your wife to get a 
female procedure instead? Is there anyone you specifically avoided 
because you felt that he or she would disapprove or discourage you? 
There is some evidence that the amount and kind of knowledge people have about 
the various sterilization procedures and their effects is important in affecting 
their attitudes towards sterilization and their choice of procedure. We would 
like you to choose the answer you think is most nearly correct in this series of 
questions about the procedures and their effects: ' 
1. Hysterectomy involves 
removal of the uterus 
removal of the vagina and uterus 
removal of the uterus and ovaries 
2. Female castration means 
removal of the uterus and vagina 
removal of the uterus and ovaries 
removal or destruction of the ovaries 
3. Hysterectomy is sometimes accompanied by castration because 
the ovaries are attached to the uterus 
the ovaries may be involved in the disease process affecting 
the uterus, and may then be removed as well 
the removal of the uterus accelerates the arrival of menopause 
4, In vasectomy the vas deferens on each side is cut or interrupted in some 
fashion. A vasectomised man cannot make a woman pregnant because 
the sperm are expelled in the urine instead of during intercourse 
in the ejaculate 
no sperm are in the ejaculate because the vas carries the sperm 
and it has been cut 
the cutting of the vas reduces the sperm count and with a low sperm 
count the sexual partner cannot get pregnant 
5. Male castration means 
removal of the penis 
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removal of the penis and testicles 
removal or destruction of the testicles 
6. Vasectomy does not produce the same effects as castration because 
_ the sperm and the sex hormones are produced independently of each 
other 
the sex hormones do not travel in the vas, they are released 
directly into the blood stream 
~ vasectomy has no effect on the testicles 
7. There are surgical procedures to reverse sterilization whether it is per-
formed on men or women. However, sterilization is still called "permanent 
contraception" because 
_____ the reversal procedures are difficult and dangerous and do not 
always succeed 
_____ it requires medical intervention to make a sterilized person fertile 
again 
the reversal procedures are not available in Australia 
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Please indicate the degree of your agreement or disagreement with the following 
statements in the boxes next to each: 
Strongly Agree Neutral Disagree Strongly 
agree disagree 
If the population keeps growing so 
fast, there will be widespread 
starvation, disease and possibly ' 
a nuclear war within 20 years 
By the time the population becomes 
too large (if it ever does) science 
and the governments of the world will 
have found new ways of producing suf-
ficient food and space for the new 
arrivals 
Childless people never really fulfil 
their roles as men and women 
There are many ways to enrich one's 
life; having children is not 
necessarily one of them 
Laws against abortion should be 
changed so that unwanted births can 
be prevented 
There is something unromantic and 
mechanical about birth control; it 
takes away from the closeness of a 
man-woman relationship 
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How did you feel initially about voluntary sterilization? 
1. I suggested it 
2. Extremely positive--! liked the idea very much 
3. Positive but with some reservations and questions 
4. Neutral, somewhat indifferent 
5. Negative but willing to consider it 
6. Extremely negative 
How did your wife feel initially about the idea of voluntary sterilization? 
l. She suggested it 
2. Extremely positive--she liked the idea very much 
3. Positive but with some reservations and questions 
4. Neutral, somewhat indifferent 
5. Negative but willing to consider it 
6. Extremely negative 
We know that families have different ways of doing things. We would like to 
know how things are done in your family. Please cirlce the appropriate re-
sponse. 
Concerning major decisions about your family in general 
1. I make all the major decisions 
2, I make most of the major decisions 
3. I make about half of the major decisions 
4. My wife makes most of the major decisions 
5. My wife makes all of the major decisions 
6. We make all major decisions together 
Do you ever do tasks around the house such as washing the dishes, cleaning the 
house, or doing the laundry, etc,? 
1. No, never 
2. Only in extreme emergencies 
3. Yes, occasionally 
4. Yes, frequently 
5. Yes, I have certain tasks that I always do around the house 
Does your wife ever do tasks around the house such as mowing the lawn, washing 
the car, making minor repairs, etc.? 
1. No, never 
2. Only in extreme emergencies 
3. Yes, occasionally 
4, Yes, frequently 
5. Yes, she bas certain of these tasks that she always does 
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'When you have free time, do you 
1. Always spend it with your wife or family 
2. Usually spend it with your wife or family 
3. Spend it with your family about half the time 
4. Spend it with someone other than your family 
5. Always spend it with someone other than your family 
6. Spend it by yourself 
How frequently do you and your wife go somewhere as a couple together, for 
instance, to a movie, dinner, or to other friends' homes? 
1. Never 
2. Occasionally--less than once a month 
3. l?requently--more than once a month but less than once a week 
4, Regularly--once a week or more 
Do you and your wife have mutual friends, that is, people you see together as 
couples? 
1. Yes, all our friends are couples 
2. Yes, most of our friends are couples 
3. Yes, some of our friends are couples 
4. No, few of our friends are couples 
5. No, none of our friends are couples 
Do you have friends who are not your wife's friends? 
1. Yes, all are my friends only 
2. Yes, most are my friends only 
3. Yes, some are my friends only 
4. No, few are my friends only 
5. No, none are my friends only 
When you've had a bad day, do you tell your wife about your troubles? 
1. Always 3. About half the time 5. Never 
2. Usually 4. Seldom 
When you come home from work, how of ten does your wife tell you about what has 
happened at home or at her work? 
1. Every day 4. A few times a month 7. Never 
2. Almost every day 5. About once a month 
3. Once or twice a week 6. Seldom 
Do you feel that sharing information with your wife about your work and her 
daily activities is important? 
1. Yes, very important 
2. Somewhat important 
3. No, not important 
Approximately how many times a month do you have intercourse? 
Do you have an orgasm 
1. Always 3. About half the time 5. Never 
2. Most of the time 4. Infrequently 
-111-
What effect do you feel this operation will have on your sexual activities? 
1. No change 
2. Intercourse more frequently 
3. Orgasms more frequently 
4. Orgasms and intercourse more frequently 
5. Orgasms less frequently 
6. Intercourse less frequently 
7. Orgasms and intercourse less frequently 
What effect do you feel this operation will have on your sexual enjoyment? 
1. No change 
2. More enjoyment 
3. Less enjoyment 
Would you recommend your chosen sterilization procedure to friends or 
acquaintances? Yes No 
If yes, which of its advantages would you mention when recommending 
it? 
l' 
What is your age? 
APPENDIX 6.2 
VOLUNTARY STERILIZATION QUESTIO~'NAIRE 
FOR Fcl1ALES 
What is the last year of school you completed? 
What is your religious preference? 
Are you currently employed? 1. Yes 2. No 
Have you been employed for any time since your present marriage? 
1. Yes 2. No 
Have you been employed for any time since the birth of your first child? 
1. Yes 2. No 
Have you been employed for any time since the birth of your last child? 
1. Yes 2. No 
All together, how many years of your married life have you been employed? 
How would you describe your most recent or present job; that is what is 
it called? 
Do you expect to be employed in the future? 1. Yes 2.' No 
Is your present or anticipated employment a factor in your seeking 
sterilization? 1. Yes 2. No 
Have you ever been married previously? 1. Yes 2. No 
If yes, what were the dates of your previous marriage? 
In what month and year did you marry your present husband? Month __ _ 
Year 
---
At the time you first got married, how many children did you think you 
wanted to have? 
How important to you was having this number? 
1, Very important 
2. Somewhat important 
3. Not at all important 
4. Hadn't even thought about number wanted 
Has your idea about the number of children you wanted changed over the 
years? 
1. Yes, I gradually came to feel that I wanted fewer children 
2. Yes, I gradually came to feel that I wanted more children 
3. No, I became more certain that the original number was right 
for me 
4. No, I have not recently given it much thought 
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Regarding the sex composition of your family, when you married would you 
say 
1. It was important ·to have all boys 
2. It was important to have all girls 
3. lt was important to have at least one child of each sex 
4. The sex of the children was not important 
We are interested in knowing more about your pregnancy history. 
For each pregnancy, please place the number of the appropriate answer 
beside it. 
Did the pregnancy result in: 
How 
1. An abortion 
2. A miscarriage 
3. A live birth 
4. An expected live birth (give due date) 
1st pregnancy: 
2nd pregnancy: 
3rd pregnancy: 
4th pregnancy: 
5th pregnancy: 
6th pregnancy: 
7th pregnancy: 
8th pregnancy: 
l 2 3 4 (due) 
long 
o. 
after stopping contraception did you become pregnant? 
Did not use any contraception 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
lst 
2nd 
3rd 
4th 
5th 
6th 
7th 
8th 
Became pregnant while using contraception 
Less than 1 month 
1-3 months 
4-6 months 
7-12 months 
1-2 years 
More than 2 years 
l l 2 3 4 5 
pregnancy: 
pregnancy: 
pregnancy: 
pregnancy: 
pregnancy: 
pregnancy: 
pregnancy: 
pregnancy: 
6 7 
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Which of the following best describes the circumstances at the time 
the pregnancy occurred? 
1. It was unplanned and um~anted 
2. It was unplanned but OK 
3, We had planned to have another child but not quite so soon 
4. It occurred when we had planned and hoped it would 
5. It occurred later than we had planned and wanted it to 
lst pregnancy: 
2nd pregnancy: 
3rd pregnancy: 
4th pregnancy: 
5th pregnancy: 
6th pregnancy: 
7th pregnancy: 
8th pregnancy: 
1 2 
i 
3 4 5 
If the pregnancy resulted in a live birth, was the child 
l. Male 
2. Female 
1st pregnancy: 
2nd pregnancy: 
3rd pregnancy: 
4th pregnancy: 
5th pregnancy: 
6th pregnancy: 
7th pregnancy: 
8th pregnancy: 
What was the date of birth? 
lat pregnancy: 
2nd pregnancy: 
3rd pregnancy: 
4th pregnancy: 
5th pregnancy: 
6th pregnancy: 
7th pregnancy: 
8th pregnancy : 
1 2 
I I 
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Below are some reasons people give for desiring voluntary sterilization. 
Please place a check in the box to indicate whether each of these reasons 
were very important, somewhat important, or not important in your decision 
to seek voluntary sterilization: 
Very Somewhat Not 
Imoortant Inmortant Inmortant 
I want a permanent contraception 
I want an effective contraception 
I want to enjoy sexual relations 
without fear of conception 
I want a contraceptive that does 
not interfere with sexual pleasure 
I don't want any more children 
My husband doesn't want any more 
children 
Oui'- current method of contraception 
is unsatisfactory 
We are too old to have more children 
Additional children will put a great 
strain on our budget 
For health reasons, I should not 
have any more children 
For health reasons, I cannot 
use other contraceptives 
For health reasons, I need this 
particular operation 
If you checked very important on any of the questions regarding health, 
please explain: 
Other (please indicate) 
What do you feel is the !!!£.!!..!:. important reason why you desire voluntary 
sterilization? (Please circle the single most important reason listed 
above.) 
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llhen you got married, how many children did you think your husband wanted 
to have? 
Did you and your husbana discuss the number of children you wanted to have 
at the time you got married? 
1. Yes, quite extensively 
2. Yes, somewhat 
3. Yes, briefly 
4. No 
5. Don't remember whether we did or not 
At the time your last child was born, did you think that you would 
2. No 
like- to 
have one or more additional children. 1, Yes 
3. Don't know If yes, how many? 
At the time your last child was born, did you think your husband wanted one 
or more additional children? 1. Yes 2. No 3. Don't know 
If yes, how many? 
What types of contraception have you ~ used 
{Circle as many as are appropriate) 
o. None 3. Condom {rubber) 
1. Withdrawal 4. Foam or jelly 
2. Rhythm 5. Diaphragm 
6. IUD 
7. Birth control pill 
8, Abstinence 
Do you feel that the sex of your last child influenced your decision to 
seek voluntary sterilization? 1. Yes 2. No 
If yes, in what ways? 
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Whose idea was it initially for one of you to have 
1. Mine 2. My husband' s 3. Someone 
a sterilization procedure? 
else's (please specify) 
Who made the final decision regarding the type of sterilization procedure 
to be done? 
l. I did 2. My husband did 3. We did together 
How long have you been considering having some type of voluntary 
sterilization? 
1. Less than 1 month 3. 7-12 months 5. more than 2 years 
2. 1-6 months 4. 1-2 years 
Have you read anything about voluntary sterilization? 
2, No 
1. Yes 
If yes, where? 
1. Newspaper 3. Scientific or medical journal 
2. Popular magazine 4. Other (please specify) 
If yes, what types of sterilization have you read about? 
1. Tubal ligation 2. Hysterectomy 3. Vasectomy 
Do you think that anything you read specifically influenced you to go ahead 
with the procedure you have chosen? 1, Yes 2. No 
Do you have any strong negative feelings about any of the sterilization 
procedures? 1. Yes 2. No 
Do you think that anything you read specifically influenced you to reject 
one of the other procedures? 1. Yes 2. No 
What type of sterilization procedure have you decided upon? 
l. Tubal ligation 2. Hysterectomy 3. Vasectomy 
4. Have not made final decision 
Did you and your husband consider alternative sterilization procedures? 
1. No, did not consider them 
2. Yes, but only briefly 
3. Yes, quite seriously 
If yes, which alternative 
1. Tubal ligation 2. 
sterilization procedures did you consider? 
Hysterectomy 3. Vasectomy 
TL: 
'l'Ll 
V: 
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ifuen you were deciding which sterilization procedure you would use, which 
of the following factors played a part in your decision: 
The time needed to recover from the 
operation 
The cost of the operation 
The risks associated with the 
operation 
My emotional feelings about the 
operation 
My partner's emotional feelings about 
the operation 
The possible effects of vasectomy on 
my partner's health 
The possible effects of each type of 
female surgery on my health 
I want no more children of my own, 
even if this relationship dissolves; 
my partner is not sure 
My partner wants no more children of 
his own, even if this relationship 
dissolves; I am not sure 
Women eventually lose the capacity to 
become mothers as they grow older; it 
seemed more natural for me to 
have the operation because it would 
just be hastening a natural event 
My partner took responsibility for 
birth control up to this point in 
our relationship. We feel that it 
is now my turn, so I decided to have 
the operation 
I took responsibility for birth control 
up to this point in our relationship. 
We feel it is now my partner's turn, so 
he decided to have the operation 
Very 
I cmportant 
I 
l 
Somewhat 
I ~nmortant I 
Not 
mportant 
, 
V: 
TL: 
V: 
TL: 
V: 
TL: 
V: 
TL: 
TL: 
V: 
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Very Somewhat Not 
Imoortant Imnortant Imoortant 
We see the responsibility for birth 
control as the man's, therefore my 
partner decided to have the operation 
Since I bear the children we feel 
that I should have the operation 
The ability to produce a child is 
more important to me than to my 
partner 
The ability to produce a child is 
more important to my partner than 
to me 
My partner is more likely to have 
a sexual relationship with another 
person than I am, therefore he 
decided to have the operation 
I want the freedom from fear of 
pregnancy to be available in any 
sexual relationships I might have, 
therefore I decided to have the 
operation 
Sex is more important to my partner 
than to me, so he decided to have 
the operation 
The fear of pregnancy is more :l.mpor-
tant to me than to my partner, so I 
decided to have the operation 
It is important to me to have control 
of my own body, and I saw having the 
operation myself as maintaining that 
control 
It is important to me to have control 
of my own body, and I saw having the 
operation myself as a threat to that 
control 
What do you feel is the ~ important factor in influencing your choice of 
procedure? 
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Prior to the pre-operative briefing, had you discussed voluntary sterilization 
with a physician or other medical personnel? 1. Yes 2. No 
If yes, what types of voluntary sterilization did he/she tell 
you about? 
1. Tubal ligation 2. Hysterectomy 3. Vasectomy 
If yes, what type of voluntary sterilization did he/she recommend? 
1. Tubal ligation 2. Hysterectomy 3. Vasectomy 
Other than your spouse, how many men and how many women----
did you discuss voluntary sterilization with? 
Of the males with whom you discussed voluntary sterilization, how many have 
had vasectomies themselves? How many of their wives have had a 
female operation? 
Of the females with whom you discussed voluntary sterilization, how many 
have had a female operation themselves? 
husbands have had a vasectomy? 
How many of their 
Did you and your spouse discuss voluntary sterilization with other couples 
or would you say you discussed this only with female friends? 
1. Other couples 2. Primarily with other couples 
3. About half and half 4. Primarily with female friends 
5. Only with female friends 
Below is a list of persons who may have been consulted or involved in your 
decision to seek voluntary sterilization. Please indicate if they were 
involved by placing the number on the line after each question. Check as 
many as necessary 
1. Spouse 
2. Parents or Inlaws 
3. Other Relatives 
4. Friends 
5. Acquaintances 
6. Clergyman, Priest 
7. Medical Personnel 
8. Other (please specify) 
Who has encouraged you to seek some form of voluntary sterilization? 
Who has encouraged you to seek a female operation? 
Who has encouraged your husband to seek a vasectomy? 
Who has tried to discourage you from seeking voluntary sterilization? 
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Who has tried to discourage you from getting a female procedure but en-
couraged your husband to get a vasectomy instead? Who has tried 
to discourage your husband from getting a vasectomy but has encouraged you 
to get a female procedure instead? 
-----
Is there anyone you specifi-
cally avoided because you felt that he or 
age you? 
she would disapprove or discour-
There is some evidence that the amount and kind of knowledge people have 
about the various sterilization procedures and their effects is important 
in affecting their attitudes towards sterilization and their choice of 
procedure. We would like you to choose the answer you think is most 
nearly correct in this series of questions about the procedures and their 
effects: 
1. Hysterectomy involves 
removal of the uterus 
removal of the vagina and uterus 
removal of the uterus and ovaries 
2. Female castration means 
removal of the uterus and vagina 
removal of the uterus and ovaries 
removal or destruction of the ovaries 
3. Hysterectomy is sometimes accompanied by castration because 
the ovaries are attached to the uterus 
the ovaries may be involved in the disease process affecting 
the uterus, and may then be removed as well 
the removal of the uterus accelerates the arrival of menopause 
4. In a tubal ligation procedure the fallopian tubes are cut or inter-
rupted in some fashion. This prevents future pregnancy because: 
the sperm are unable to enter the uterus 
the ovaries are unable to produce eggs 
~ the pathway which the sperm use to reach the egg has been blocked 
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5. A tubal ligation procedure does not produce the same effects as cas-
tration because 
the sex hormones can still travel along the blocked tubes because 
they are smaller than the egg 
the sex hormones do not travel in the tubes - they are released 
directly into the bloodstream 
~~ the eggs and the sex hormones are made in different parts of the 
body 
6. Male castration means 
removal of the penis 
removal of the penis and testicles 
removal or destruction of the testicles 
1. There are surgical procedures to reverse sterilization whether it is 
performed on men or women. However, sterilization is still called "perm-
anent contraception" because 
~ the reversal procedures arP. difficult and dangerous and do not 
always succeed 
~~ it requires medical intervention to make a sterilized person fertile 
again 
the reversal procedures are not available in Australia 
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Please indicate the degree of your agreement or disagreement with the following 
statements in the boxes next to each: 
Strongly Agree Neutral Disagree Strongly 
agree disagree 
If the population keeps growing so 
fa.st, there will be widespread 
starvation, disease and possibly 
a nuclear war within 20 years 
By the time the population becomes 
too large (if it ever does) science 
and the governments of the world will 
have found new ways of producing suf-
ficient food and space for the new 
arrivals 
Childless people never really fulfil 
their roles as men and women 
There are many ways to enrich one's 
life; having children is not 
necessarily one of them 
Laws against abortion should be 
changed so that unwanted births can 
be prevented 
There is something unromantic and 
mechanical about birth control; it 
takes away from the closeness of a 
man-woman relationship 
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How did you feel initially about voluntary sterilization? 
1. I suggested it 
2. Extremely positive--! liked the idea very much 
3. Positive but with some reservations and questions 
4. Neutral, somewhat indifferent 
5. Negative but willing to consider it 
6. Extremely negative 
How did your husband feel initially about the idea of voluntary sterilization? 
1. He suggested it 
2. Extremely positive--he liked the idea very much 
3. Positive but with some reservations and questions 
4. Neutral, somewhat indifferent 
5. Negative but willing to consider it 
6. Extremely negative 
We know that families have different ways of doing things, We would like 
to know how things are done in your family. Circle the appropriate response. 
Concerning major decisions about your family in general: 
l. My husband makes all the major decisions 
2. My husband makes most of the major decisions 
3. I make about half of the major decisions 
4. I make most of the major decisions 
5. I make all of the major decisions 
6. We make all major decisions together 
Does your husband do tasks around the house such as washing the dishes, 
cleaning the house, or doing the laundry, etc,? 
1, No, never 
2. Only in extreme emergencies 
3. Yes, occassionally 
4. Yes, frequently 
5, Yes, he has certain tasks that he always does around the house 
Do you ever do tasks around the house such as mowing the lawn, washing the 
car, making minor repairs, etc.? 
1. No, never 
2. Only in extreme emergencies 
3. Yes, occasionally 
4. Yes, frequently 
5. Yes, certain of these tasks I always do 
When your husband has free time, does he 
l. Always spend it with you or your family 
2. Usually spend it with you or your family 
3. Spend it with your family about half the time 
4. Usually spend it with someone other than your family 
5. Always spend it with someone other than your family 
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How frequently do you and your husband go somewhere as a couple together, 
for instance to a movie, to dinner or to other friends' homes? 
1. Never 
2. Occasionally~less than once a month 
3. Frequently--more than once a month but less than once a week 
4. Regularly--once a week or more 
Do you and your husband have mutual friends, that is, people you see to-
gether as couples? 
1. Yes, all are 
2. Yes, most are 
3. Yes, some are 
4. No, few are 
S. No, none are 
Do you have friends who are not your husband's friends? 
1. Yes, all are my friends only 
2. Yes, most are my friends only 
3. Yes, some are my friends only 
4. No, few are my friends only 
5. No, none are my friends only 
When you've had a bad day, do you 
About half 
Seldom 
tell your husband about your troubles? 
1. Always 3. the time 5. Never 
2. Usually 4. 
When your husband comes home from work, how of ten does he tell you about 
what has happened during his day? 
1. Every day 
2. Almost every day 
3. Once or twice a week 
4. 
5. 
6. 
A few times a month 
About once a month 
Seldom 
Do you feel that sharing information with your husband about his work and 
you4 daily activities is important? 
1. Yes, very important 
2. Somewhat important 
3. No, not important 
Approximately how many times a month do you have intercourse? 
Do you have an orgasm 
l. Always 
2. Most of the time 
3. About half the time 
4. Infrequently 
5. Never 
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What effect do you feel this operation will have on your sexual activities? 
1. No change 
2. Intercourse more frequently 
3. Orgasms more frequently 
4. Orgasms and intercourse more frequently 
5. Orgasms less frequently 
6. Intercourse less frequently 
7. Orgasms and intercourse less frequently 
What effect do you feel this operation will have on your sexual enjoyment? 
1. No change 
2. More enjoyment 
3. Less enjoyment 
Would you recommend your chosen steril:l.za'tion procedure to friends or 
acquaintances? Yes No 
If yes, which of its advantages would you mention when recommending 
it? 
APPENDIX 6,ll 
THE AUSTRALIAN NATIONAL UNIVERSITY 
TELiPHOWIJ: 49-4003 
Ms Erica Fisher, 
President, 
The Family Planning Association 
A.C.T. (Inc.), 
Beauchamp Bouse, 
Edinburgh Avenue, 
ACTON. A.C.T. 2601. 
Dear Ms Fisher, 
DEPA.11.TMBNT OF Psychology 
.... 1, l'<lST Clt7!QI, ~ A.C. T. ll600 
30 April, 1981. 
1 am currently -working on my Master's at the ANU With Dr. Russell 
Darroch. My topic area is the decision-making process which leads 
to the selection of voluntary sterilisation of the male or female 
as a method of permanent contraception. I would like to receive 
permission from the Management Committee of Canberra's Family 
Planning Association to approach and interview people who come to 
Family Planning to discuss sterilisation. 
I would not need to do these interviews on the premises of the 
Family Planning Association, but I would like to receive the 
names of these people when they first contact Family Planning. 
I realise that permission from the Association to approach i.ts 
clients could in no way be used to persuade such clients to agree 
to be interviewed by me; strictly voluntary participation in my 
research project is one of my goals. 
I would be most willing to describe the nature, scope and goals 
of my research to the Management Committee or to the medical staff 
of Family Planning, if requested. I feel in fact that a face-to-
face discussion of my research would contribute to the development 
of a good working relationship with the staff. I would of course 
be pleased to share my findings and conclusions with the Association 
and the staff. 
Thanking you in anticipation for your help. 
Cordially, 
Maureen Miller 
APPENDIX 6.4 
Dear Client, 
For her Master's degree thesis, Maureen Miller of the Departmer>t of 
Psyehology, A.N.U., is undertaking a study of people who are thinking 
about having a sterilisation operation. As the Family Planning 
Association is one of the major providers of the service in the A. C. T., 
Maureen has asked for our assistance in locating possible participants for 
her project. 
The Association has agreed to enquire of clinets if they would be willing 
to participate in the study. Maureen would like to interview you in 
your home, as convenient to you. At all times strictest confidence will 
be maintained, and anonymity of individual results will be obs€rved in 
any report. The overall study results will be made available to the 
Association, and we expect to find valuable insights for developing our 
service. 
If you are willing to 
section at the bottom 
at Beauchamp House. 
in any way. 
talk wHh Maureen Miller, please complete the 
of this page, and leave it with the Clinic Secretary 
Clients who do not volunteer will not be contacted 
If you have any queries, perhaps you could contact our Administrative 
Officer, Sendra Mackenzie, at Beauchamp House .• 
Yours sincerely, 
Erica fisher 
President 
Sandra Mackenzie 
Administrative Officer 
I/We agree to participate in the above study. 
Name/s: ............................................................................ . 
Address: .............................................. ~ .............................. .. 
.................... , ........................ Ph: {H) 
file No. ( 11) 
Signature: ......... ~ .................................... ~Datei ........ ~ ....... ,. ......... . 
1\PPENDIX (;. 5 
THE AUSTRALIAN NATIONAL UNIVERSITY 
Dr. H. Munro, 
John James Medical Centre, 
175 Strickland Crescent, 
DEAKIN. 
Dear Dr. Munro, 
DEPARTMENT OF PSYCHOLOGY 
BOX 4, 'POST OFFICE, CA..li!U!UA, A.G.:?, 2600 
18 May' 1981. 
I am enrolled at the ~'<U completing a research masters degree with 
Dr. Russell Darroch of the Psychology Department. My topic area is the 
decision-making process which leads to the selection of voluntary steri-
lisation of the male or female as a method of permanent contraception. 
I had hoped to use the Family Planning Association as a source of sub-
jects and have recently approached them to seek their assistance. Ms 
Erica Fisher reacted quite favourably to my request, and promised to 
bring it before the Management Committee and recommend its approval. 
However, she also told me that the Association does not provide female 
sterilisation, although they will refer women who come seeking sterili-
sation to a gynaecologist, and they will provide counselling to women 
who wish to talk it over with someone. Because their services are 
restricted in this way, they do not see many women contemplating steri-
lisation, and Ms Fisher suggested that I would fill my sampling quota 
for women much more quickly if I approached the gynaecologists directly. 
Dr. Robyn Jenkins of the University Health Services has been 
advising Dr. Darroch and me on the medical aspects of the sterilisation 
literature. I asked her how I might approach gynaecologists on this 
matter, and she referred me to several local gynaecologists, of whom you 
are one. Would you be willing to allow me to interview your patients 
about the decision they are making to choose sterilisation as a per-
manent method of contraception? 
I would not need to do these interviews in your rooms, and I 
realise that permission from you to approach your patients could in no 
way be used to persuade your patients to agree to be interviewed by me; 
strictly voluntary participation in my research project is one of my 
goals. 
I would be most willing to further describe the nature, scope and 
goals of my research project if you wish. I could provide you with a 
written summary of my objectives and hypotheses if you would like. 
Also, I have just completed an extens:!.ve review of the sterilisation 
literature which Dr. Darroch and I will shortly be submitting to the 
East-West Population Institute in Hawaii for publication as a monograph. 
If you would like to read a pre-publication draft we would be most 
willing to share it with you. (Any con:ments or criticisms you care to 
make would be welcomed, also.) The review is quite long and if you 
would prefer to read a sun:mary of our findings and conclusions we are 
currently preparing one and would be pleased to provide you with a copy. 
I realise that you are probably very busy with your practice, and 
if you would like to see me to discuss my request I am ready to come to 
your rooms at your convenience. If you would prefer to call me, my 
university number is 49-4003. I know that working hours in your pro-
fession tend to be somewhst erratic, so if evenings are more convenient 
for you my home phone is 95-1395. 
Thank you in anticipation for your help. 
Yours sincerely, ' 
Maureen Miller 
This letter also sent to Drs. Chiragakis, Trethewey, Stafford-Bell, 
Hosking and Barnes 
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